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A physician is seldom called to see a sick 
person in whom the psychologic aspect of dis- 
ease is not an important factor. Tt is a well 
established fact among those dealing with 
nervous and mental diseases that every sick- 
ness has a functional nervous element. It, 
therefore, behooves all physicians and surgeons 
to be alert for the psychogenic factor in all 
diseases. It is often not so much the applica- 
tion of your scientific knowledge nor the care- 
ful administration of drug therapy which 
benefits many of your patients as it is the 
artistic manner in which you inspire con- 
fidence, and mentally guide your sick charge 
in an understanding and sympathetic manner. 

Diagnoses of indigestion, biliousness, neu- 
ralgia, rheumatism, neuritis and similar ones 
are often made without suflicient objective 
signs to warrant any diagnosis of organic dis- 
ease. We wish to satisfy our patients and 
give a name to a group of symptoms of which 
they complain and for which they have con- 
sulted us. It often angers patients to tell 
them that they are simply “nervous” and that 
their symptoms are due to some mental con- 
flict or maladjustment which they are unable 
to compensate for. It is in these cases that 
the artful physician succeeds in gaining the 
confidence of his patients, and by a skillful 
management of this individual afflicted with 
a functional nervous disorder he is able to 
tactfully handle the situation and explain in 
a scientific, psychological manner just what 
the causes of the patient’s complaints are so 
that the patient is often just as willing to ac- 
cept a functional nervous diagnosis as he is 
one of a definite organic disease. Regardless 
of whether there are a sufficient number of 
objective signs to warrant a diagnosis of phy- 
sical disease the mental element is a factor 
which must be met even in organic disease, 


*Read at the sixty-first annual meeting of the Medical Society 
of Virginia. in Norfolk, October 21-23, 30. 

In Dr. Gayle’s absence this paper was read by Dr. F. W. 
Upshur. 


and one with which every physician and sur- 
geon must cope in the case of practically all 
patients coming under his professional care. 
Tt is quite probable that an individual may 
be suffering with two separate and distinct 
diseases at the same time. An individual with 
a psychopathic background and a good deal 
of emotional instability may go along fairly 
well adjusting himself to the vicissitudes of 
life until he is stricken with even a mild case 
of influenza or some other infection or trauma, 
and immediately a profound psychoneurosis 
is lighted up. There are many instances which 
may illustrate the point, one being the hysteri- 
‘al woman at childbirth. We cannot overlook 
the care of her psychoneurotic state if we are 
going to be successful in handling her preg- 
nancy. Good physicians and surgeons always 
treat the mental side of their patients, often 
without being conscious of it. 


The psychoneuroses which are not associated 
with organic disease and which are purely of 
psychogenic origin are possibly the most diffi- 
cult to handle. Here we are unable to tell the 
individual that his nervous symptoms are de- 
pendent upon some underlying physical cause. 
Temerity must be exhibited, for it is seldom 
that a sick person is flattered by being told 
that his or her symptoms are dependent upon 
some abnormal mental process. Women suf- 
fering with major hysteria are often driven 
into a frenzy when told that their condition 
is hysterical. They often know too well the 
correctness of the diagnosis and thereby resent 
it, because they hate to face the truth. The 
psychoneurotic likes to “hang his nervous hat 
on a physical peg.” 

To be able to assist in the recovery of a 
strictly functional nervous case it is necessary 
to find out just why the patient is thinking 
badly about himself, and by so doing you will 
be able to help him adjust himself to his 
situation by making him substitute good 
thinking for bad thinking. So often indivi- 
duals suffering with various types of the 
psychoneuroses are unconsciously aware of the 
underlying psychogenic factor in their disease, 
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and this must be brought into the conscious 
mind by the various forms of psychoanalysis. 
When the psychic cause of the patient’s symp- 
toms which has been repressed into the sub- 
conscious mind is demonstrated to the patient 
by bringing it into his consciousness, he can 
frequently see the situation in its true light 
and he is often promptly benefited. 


It is difficult to make a classification of the 
psychoneuroses because there are practically 
as many classifications as there are neurologists 
who write about them. I shall attempt to 
classify the psychoneuroses in my own way, 
employing in the main the classification used 
in the U. S. Army at the War Nevrosis Hos- 
pital at LaFoche, France. In this classifica- 
tion, the main groups are usually divided into 
one or two subdivisions. For instance, hys- 
teria is classified as major and minor. The 
major types consist of those in which there is 
a very evident gross subconscious simulation 
of disease; the amnesias, the paralyses (both 
motor and sensory), the convulsive states, 
deafness, blindness, dumbness, and stuttering 
are examples. The minor group consists mainly 
of those conditions in which functional pain. 
various sensory disturbances of the skin, and 
somatic complaints are prominent. These 
hysterical states are usually dependent upon 
some unpleasant situation from which the in- 
dividual desires to escape, and he, therefore, 
subconsciously simulates disease. It has been 
said that the difference between hysteria and 
malingering is that in the former there is a 
subconscious simulation of disease, whereas in 
the latter the simulation is conscious. At the 
front, in France, during the War an emo- 
tionally unstable soldier, who was not a coward, 
but who unconsciously feared mutilation, 


permanent disability, disfiguration and other | 


things, would become so unstabilized from a 
psychic standpoint as to develop symptoms of 
organic physical disease, such as_ blindness, 
paralyses, deafness, and others. These men were 
just as truly ill as though the organ having 
to do with the function of the part affected 
was destroyed by wounds, The same situation 
pertains to civil psychoneuroses of the hysteri- 
cal group. An unattractive young woman 
who does not get as much attention as her 
sister will subconsciously simulate disease in 
an endeavor to gain that which she most de- 
sires. 

Neurasthenia may be properly classed as a 
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psychoneurosis, but it is a very rare type of 
disease in spite of the frequency with which 
the diagnosis is made. Most of the so-called 
neurasthenics belong to the manic-depressive 
psychotic group of mental diseases or to the 
anxiety psychoneurosis or hysterical group. 
Neurasthenia is a very clear-cut disease in 
which the symptom-complex is simple. The 
outstanding features of the disease are, as the 
name signifies, nerve weakness. Persons suf- 
fering with neurasthenia simply tire easily, 
both mentally and physically. They are emo- 
tionally unstable, and have as a background 
no evidence of physical disease, They suffer 
intensely and are probably the most difficult 
type in which a good result may be expected. 
Another type of functional nervous disease is 
the anxiety psychoneurosis, which is charac- 
terized mainly by a state of mental anxiety 
and unrest. Various vague pains scattered 
over the body which are obviously of psychic 
origin are present. The chief mental symptom 
is a disturbance of the emotional tone, par- 
ticularly of anxiety, depression, and appre- 
hension. The patients are afraid of every- 
thing, they fear opening letters lest their con- 
tents contain bad news; they are fearful for 
the safety of their loved ones; they fear dis- 
ease; their outlook is gloomy concerning their 
own sickness; insomnia is a common symptom 
and they have various complaints, such as 
vertigo, dizziness, and others. ‘The foregoing 
are the three main groups of the psychoneu- 
roses, but along with this grouping must be 
included the traumatic psychoneurosis which 
may take on either of the above mentioned 
types, and there is also the compensation phase 
which is connected with industrial cases and 
automobile accidents. There are two other 
types of the psychoneuroses which rightfully 
belong in this group but which are seldom in- 
cluded, namely, psychasthenia and hypochon- 
driasis. In their incipiency these two clinical 
entities are not psychotic, but they frequently 
progress to that degree of meutal illness. 
Psychasthenia is characterized by morbid fears 
and the hypochondriac is the individual who 
is thought to be “hipped” about himself. It 
is sometimes difficult to separate the early 
hypochondriac from certain types of hysteria. 
Symptoms which all psychoneuroses have in 
common are insomnia, emotional instability, a 
conscious lack of insight into their condition, 
motor and sensory disturbances of psychic 
origin, and social inadaptability. 
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Even though a psychoneurosis is properly 
diagnosed early by a competent physician and 
conditions for the care of the patient are ideal, 
the duration of the illness is in doubt. Prac- 
tically all of these conditions will, however, re- 
cover in time. It is, therefore, important that 
the patient be given every advantage, as early 
as possible, if we are to expect a prompt re- 
covery. So many factors enter into the course 
of the disease that any person venturing a 
guess as to its duration is either guessing or 
has had little experience in the handling of 
these cases. No patient should be treated for 
anything until a thorough investigation as to 
the cause of the disease has been made. This 
is particularly true where a psychoneurosis is 
suspected of being the major disease, for the 
reason that an underlying physical factor as 
the real cause may be overlooked. It is dan- 
gerous to make a diagnosis of hysteria simply 
because a patient appears hysterical or neu- 
rasthenic. Aside from a thorough investiga- 
tion from a physical and laboratory stand- 
point, a mental study should be made in an 
endeavor to uncover a psychogenic element in 
the disease. Until a thorough understanding 
of the patient’s personality make-up is gained 
by the physician, it is impossible to determine 
scientifically just what type of therapy should 
be instituted and just where the patient can 
best be handled. 

The term psychoanalysis frightens most phy- 
sicians as being too formidable, and one which 
has solely to do with the inv estigations of one’s 
abnormal sex life. This is not a fact as the 
term is understood by the average American 
neurologist. Psychoanalysis to me simply 
means the unburdening of the patient’s inner- 
most thoughts concerning his past and pres- 
ent life. It is, in a sense, mental purgation. 
It is a fact that if an individual is confronted 
by things to which he is unable to make a 
mental adjustment, he represses these thoughts 
into his subconcious mind until, sooner or 
later, he is no longer able to dodge the result 
of such unhealthy mental thinking. His 
thoughts become stagnated, and he becomes 
“mentally toxic” and needs “mental purga- 
tion.” The further along an individual goes 
in unburdening his thoughts to a physician 
the easier it becomes to him and the more 
facts of importance he is able to dig out of 
his subconscious mind. He gets into the spirit 
of the thing, and, whereas at first it is diffi- 


cult and hard work to uncover facts to which 
the patient has not adjusted himself, -he soon 
rather enjoys coming to you for an inter- 
view, and becomes so verbose about himself 
that it is often difficult to stop him. It is like 
a ball going down hill, the further it goes the 
faster it goes. It is impossible for any phy- 
sician to attempt to do a psychoanalysis in 
a short period of time. An analysis worthy 
of its name requires considerable time, because 
it is seldom that any patient is willing to give 
up the secrets of his soul to a stranger until 
after he has gained complete confix lence in the 
physician. All of the psychoneuroses have as 
a basis some mental maladjustment which is 
either in the patient’s conscious or subcon- 
scious mind, and the duty, therefore, of the 
neurologist or physician attempting to do the 
psychoanalysis is to delve into the patient's 
mind sufficiently far back to uncover and bring 
to the surface the condition to which the pa- 
tient has not adjusted himself, and thereby 
help him in compensating for it. So often 
these patients are simply slapped on the back, 
told that they are nervous, given a bromide, 
sent out with a hearty goodbye, saying “You'll 
be well soon.” Such treatment never _—* a 
psychoneurotic, It often angers them and be 
‘ause of such treatment in the hands of one 
physician they are loathe to consult another. 
It is seldom necessary in the incipiency of 
a psychoneurosis, unless the illness is very 
sudden and profound, to advise any sort of 
hospital or institutional treatment, for the rea- 
son that the great proportion of them can be 
successfully handled in one’s office or in the 
home, thereby saving the loss of time to the 
individual from his work and the expense in- 
cident to institutionalization. It is impossible 
to successfully handle some of the functionally 
nervous cases either in the office or the home, 
even though they have been given a fair trial 
over a sufficient length of time, and it, there- 
fore, becomes necessary to hospitalize them. 
It is absolutely essential at times to completely 
disassociate the individual from his normal 
environment, to put him entirely with stran- 
gers, to give him no contacts with his friends 
or family, and by means of mental as well as 
physical rest, together with other measures 
which will be discussed later, to give him the 
complete mental and physical relaxation which 
he must have before recovery is to be expected. 
It is then necessary to keep this type of case 
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at complete rest and quiet, where the patient 
can be properly fed, properly medicated, prop- 
erly nursed and given physiotherapy and occu- 
pational therapy by those skilled in this form 
of treatment, Hydrotherapy can be success- 
fully given even though the Baruch or Turk- 
ish system of baths is not available. 

Certain psychoneurotics do not respond 
either to the office, the home, or the usual hos- 
pital treatment, and these have to be put in 
institutions because their condition progresses 
beyond the state of psychoneurosis into that of 
psychosis. It is then necessary to transfer 
them to mental institutions for their proper 
care. 

The psychoneuroses are strictly diseases of 
the mind, and only mental measures will cure 
them, Some of them, mild cases, have no 
doubt cured theselves, have been benefited by 
Christian Science, by osteopathy, by chiro- 
practic, or by the administrations of a tonic 
by the physician after being told that they 
have some minor physical ailment. It is prob- 
able when recovery by these measures is af- 
fected that it is accomplished more by the sug- 
gestive effect of the medicine than by any 
specific therapeutic action of the drug, and 
more by the psychological suggestion of prac- 
titioners of the cult than by the virtue of their 
respective therapy. The mental effect of daily 
visits by the physician to the patient or by 
the patient to the physician must not be for- 
gotten. It is almost impossible to get the 
proper contact with a patient suffering with 
functional nervous disease by seeing him once 
every two or three weeks or once a month. A 
pleasing personality is particularly helpful in 
the handling of a psychoneurotic. Unless the 
physician has some magnetism, a good deal of 
tact. much diplomacy, and a cheerful person- 
ality, he is going to have difficulty in getting 
the proper hold on his psychoneurotics. Many 
years ago, Dr. Weir Mitchell, of Philadelphia, 
prescribed a treatment which today bears his 
name and is known as the “Weir Mitchell rest 
treatment.” It is unnecessary to go into the 
details of that treatment except to say that 
the treatment, as Weir Mitchell prescribed it 
originally, is seldom carried out today, It is 
modified by almost everyone who practices 
neurology. Even Dr. Mitchell recognized the 
large part which suggestion played in his 
method of treatment, and it is probably a fact 
that the reason Dr. Mitchell got so many re- 
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coveries by his method was not so much the 
method as it was Weir Mitchell’s magnetic 
personality. 

A complete and absolute understanding of 
the patient’s personality, together with a thor- 
ough knowledge of the patient’s mental reac- 
tion to situations, and a familiarity with the 
patient’s mental background and his many 
conflicts and maladjustments is absolutely 
necessary in the handling of these cases, The 
patient’s musculature should be kept in good 
condition by the use of general massage. This 
should be begun lightly and shoul! be gradu- 
ally extended. Half an hour of general mas- 
sage corresponds to a considerable amount of 
exercise. It has been said that massage for 
that length of time is the equivalent of a two 
mile walk. If it is impossible to have at hand 
an approved therapeutic system of baths, hy- 
drotherapy may be given in the home or in 
any hospital. Warm or hot baths may be given 
for sedation or sleep before retiring, and are 
often beneficial in the insomnia phase of the 
disease. Hot packs are also useful in the treat- 
ment of insomnia and other symptoms of the 
psychoneuroses. In the morning hydrotherapy 


may be given in the form of a warm bath fol- 
lowed by a cold douche to the spine, by ice 
being applied for several minutes up and 
down the spine, and by cold water being run 
over the back through a hose or wrung from 
a sponge or towel. Cold drip sheets are stimu- 
lative; the cold shower and the needle bath 


have their places. Medicines are certainly 
helpful in the treatment of the psychoneuroses 
as sedatives, hypnotics, and stimulants. Mild 
sedatives to help the patient relax in the day- 
time are just as essential in the treatment of 
this disease as is building up the blood in the 
treatment of anemia, A sedative or hypnotic 
is simply a crutch or a support for the in- 
dividual to lean on while his nervous system 
is being stabilized. Rest being the first 
physiologic principle in the treatment of any 
disease, it is just as essential to quiet the nerv- 
ous system when it is functionally disturbed 
as it is to put a fractured femur at rest by im- 
mobilization. Mild barbiturates, bromides, 
and other similar drugs are used in the treat- 
ment of this group of cases, and they are 
harmless if they are judiciously prescribed. 
Mild hypnotics at night for sleep are essen- 
tial in the handling of these cases, as it is 
much less harmful to the individual to take 
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a few grains of a simple hypnotic than it is 
for him to have a restless night, getting up 
the next morning mentally tense and worn out 
because of lack of sleep. Oce upational therapy 
is decidedly useful in the treatment of these 
cases, This form of treatment is more than 
simple basket making, rug weaving, clay model- 
ing, and things of that nature done in mental 
institutions. When occupational therapy is 
prescribed for certain types of patients they 
immediately become resentful, because they 
think of this type of therapy as being used 
only in institutions for the insane. Anything 
which keeps the patient physically and men- 
tally occupied and helps him in getting away 
from the habit of thinking about himself is 
occupational therapy. Golf, horseback riding, 
cross word puzzles, card games, and in fact, 
anything which diverts the patient is helpful 
as an occupational therapeutic aid in the 
handling of these cases. 

It is unfortunate that the average young 
man going through medical school is uninter- 
ested in the functional side of neurology and 
psychiatry. I say without fear of contradic- 
tion that it is one of the most important 
branches of all medicine and surgery, for with- 
out a knowledge of and an ability to handle 
the functionally nervous and mentally sick no 
physician is going to succeed to the degree that 
he otherwise would. It is often that a physi- 
cian instinctively and inherently is able to 
handle his sick charges without a conscious 
knowledge that he is applying psychothera- 
peutic measures, but most men who successfuily 
practice the art must learn it by training and 
hard work and much experience. The psycho- 
neurotic forms probably our largest group of 
disease, and is an economic as well as a medi- 
cal problem. By the proper care and treat- 
ment of developed cases, by educational meas- 
ures in the schools, and by the dissemination 
of knowledge of mental hygiene throughout 
the profession as well as to the laity, we are 
going to be able some day to reduce to a con- 
siderable degree the number of psychoneuroties 
in our midst. 


Professional Building. 


DISCUSSION 
Dr. JAMES ASA SHIELD, Richmond: I enjoyed very 
much hearing Dr. Upshur read Dr. Gayle’s paper on 
psychoneurotic states. I think a very important 
thing, also, in handling this kind of case is, after 
they are apparently well, have them come back to 
see you, first, in a couple of months, then later every 


four months and six months, because it is very im- 
portant for these people to get whatever disturbing 
thought and worry they have off their chests; it is 
a real cathartic. After a period of observation and 
adjustment, you can then dismiss them; but it is 
very important, after your intensive treatment, to 
have them come back at intervals. 


AN ANALYSIS OF 207 CONSECUTIVE 
OPERATIONS UPON PATIENTS SUF- 
FERING WITH THYROID DISEASE.* 


By J. MOREHEAD EMMETT, ™. D., Clifton Forge, Va. 
Until I attempted to correlate the clinical 


findings, as tabulated on our records, I did 
not realize how many essential features were 
omitted from the average chart. The expla- 
nation for these omissions may be found in 
the fact that these records were made by 
house doctors who were taught in the various 
schools of medicine and who came to us with- 
cut any common information about the classi- 
fication of thyroid disease. For practical pur- 
poses, however, we were able to gather together 
some essential facts which we feel may “be of 
interest to you. 


130 
« 2-3 @ 
= = = = S 

Endemic Group: 
(Simple Adenomas)--- 36 1 39 
(Toxic Adenomas)---. 116 22 1 1 140 
Exophthaimic 1 2 


178 24 4 207 


Simple Adenomas: Male, 12; female, 27; total, 39. 
Youngest, 13 years; eldest, 62 years; average 
age, 35. 

Toxic Adenomas: Male, 49; female, 91; total, 140. 
Youngest, 18 years; eldest, 70 years; average age, 
36.3. Average metabolic rate, 38.6. Average 
duration of symptoms, 5.3 years. Average prep- 
aratory days, 10.5. Auricular fibrillations, 32. 
Thyro-Cardiacs, 23. Two-stage operations, 3. 
Recurrent, 2. 

Exophthalmic: Male, 12; female, 14; total, 26. 
Youngest, 17 years; eldest, 62 years; average 
age 393. Average metabolic rate, 48.3. Aver- 
age duration of symptoms, 5 months. Average 
preparatory days, 15.4. Auricular fibrillations, 
7; Thyro-Cardiacs, 4. Two-stage operations, 1. 
Recurrent, 2. 

Strumitis: Male, 2; female, 0; total, 2. Youngest, 
40 years; eldest, 48 years. 


Many definite contributions have been made 
to the question of thyroid disease in the past 
few years. In fact, probably greater accom- 
plishments have been registered within the last 


*Read at the sixty-first annual meeting of the Medical Society 
of Virginia, in Norfolk, October 21-23, 1930. 
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ten years than during any previous twenty-five 
year period. As yet, we are not agreed upon 
every elementary factor concerned in_ the 
question of thyroid imbalance, but the basic 
principles are satisfactorily understood by men 
doing thyroid surgery. 


During very recent years there has been a 
vast change in the reaction of the medical pro- 
fession towards this particular disease. The 
earlier state of indifference, based upon the 
belief that surgery of the thyroid gland should 
be handled by a small group of specialists, 
has been modified by a widespread interest on 
the part of a large number of men who are 
acquiring more accurate knowledge of this 
disease and its treatment. This new interest 
and general dissemination of information 
about thyroid disease has proven a valuable 
asset in solving some of the hidden problems 
about this disease, especially as it relates to 
endemic goiter, its geological frequency, and 
recent investigators have emphasized that early 
diagnosis and prompt treatment play an im- 
portant part in the mortality and end-results 
of surgical treatment. 

An explanation for the retarded clinical 
progress in the treatment of thyroid disease 
may be found in our failure to adopt some 
universal working nomenclature or classifica- 
tion. For all practical purposes, it seems that 
Plummer’s recent suggestion concerning thy- 
roid classification fulfills adequately this prob- 
lem. First, endemic goiter, which is further 
divided into colloidal, adenomatous non-toxic, 
and adenomatous toxic; second, exophthalmic ; 
third, tuberculosis, malignancy, strumitis, ete. 
The great obstacle to the universal acceptance 
of this classification is due to the conflicting 
opinions, One group of men still maintains 
that a toxic adenoma is but a degenerative 
stage of an exophthalmic goiter. Those of us 
whose practice largely comes from the moun- 
tainous country see very definitely two distine- 
tive types of toxic thyroid patients, and, 
although they present many symptoms which 
are common to both groups, they are still easily 
differentiated by their histories, by the prog- 
ress of the disease, by the clinical findings, by 
physical examination, and by their relative 
response to recognized preparatory treatment. 

It is generally agreed that endemic or simple 
goiter is most prevalent in the mountainous 
country where the available iodine content is 
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lowest. Consequently, as might be anticipated, 
the group of so-called adenomatous goiters out- 
number the exophthalmic or hyperplastic 
group in the mountainous belt. We have found 
this experience is nearly universal among sur- 
geons who draw their patients entirely from 
the endemic goiter belts. 


Dr. Plummer has made an intelligent study 
of a group of 15,000 thyroid patients coming 
in to the Mayo Clinic between 1912 and 1921. 
He particularly made an effort to establish 
some outstanding difference between toxic 
adenomas and hyperplastic goiters. He had 
the clerks in the recording department of the 
Mayo Clinic to tabulate on special forms the 
clinical diagnosis and chief symptoms of every 
thyroid admission and also the pathologist to 
report on each case operated upon. For con- 
venience he used the ten year period between 
1912 and 1921, inclusive, during which period 
15,000 cases were operated upon for various 
types of goiters. There were 5,000 cases diag- 
nosed as exophthalmic goiters, and 2,000 diag- 
nosed as toxic adenomas. The remaining 
cases were called non-toxic adenomas, with a 
small group of malignant, tuberculosis, and 
strumitis cases. 

In the group of cases diagnosed years before 
as exophthalmic goiter, he found that a second- 
ary operation for recurrence had been per- 
formed upon 326, or upon 6.5 per cent, and, 
he further stated, that the clinical diagnosis 
at each operation was, in every instance, con- 
firmed by the pathologist finding diffuse 
hyperplasia of the parenchyma. This experi- 
ence as to recurrence is in absolute accord with 
the generaliy accepted view that often follow- 
ing a subtotal thyroidectomy for exophthalmic 
goiter there is a persistency of symptoms vary- 
ing in degree and sometimes a frank recurrence 
which requires further surgical treatment for 
its relief. In contrast, he found in his group 
of 2,000 toxic adenomas only three cases diag- 
nosed years before as adenomas coming in for 
surgical relief. In two of these cases the 
pathologist’s report did not reveal hypertrophy 
of the parenchyma outside of the confines of 
the adenoma. The third case was diagnosed 
clinically before operation as an exophthalmic 
goiter and the pathologists confirmed clinically 
the diagnosis. In reality there was only a 
recurrence of two cases, or an incidence of .01 
of 1 per cent. No one maintains that there 
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is not a greater recurrence of adenomatous 
tissue following removal of the toxic adenoma, 
because, when the same conditions of iodine 
deficiency persists, there is no factor present to 
avoid further intracapsular hyperplasia of the 
parenchyma, but for some reason this new 
adenomatous tissue does not seem to have the 
property of producing an over-abundance of 
thyroxin. 
In our judgment, the earliest clinically 
recognizable effect of iodine deficiency is the 
deposit of colloid in the thyroid gland, caus- 
ing the symmetrical diffuse colloidal goiters 
which: are very common in certain regions of 
the country. A certain number of these sim- 
ple colloidal goiters, which have been studied 
pathologically, show minute adenomatous 
changes throughout the glandular structure. 
With or without treatment a large percent- 
age of these so-called colloidal goiters will 
undergo remissions and partially or totally 
disappear. The adenomatous structures which 
are formed within the colloidal gland do not 
have a tendency to disappear and, when once 
it is definitely established, there is no treat- 
ment which will result in its total eradication. 
We believe that there are relative differences 
in the age in which endemic goiter makes its 
appearance in definite geogr aphical communi- 
ties. This difference is even observed to oc- 
cur in general localities where endemic goiter 
is prevalent. Probably this age incidence may 
depend upon the ratio of iodine deficiency. 
We have had a number of little patients suf- 
fering with large colloidal goiters who were 
goiter free at birth, but whose histories would 
indicate that the thyroid gland began enlarg- 
ing at seven or eight years of age. It is 
thought that, if this jodine deficiency continues 
to exist, a sort of compensatory physiological 
action takes place with the formation of new 
acini which develop into localized hyperplasias 
which may or may not be encapsulated. It 
is at this stage that the true adenoma first 
makes its appearance. If, later, a sufficient 
amount of thyroxin is developed for tissue re- 
quirement, then the already formed simple 
adenoma remains a simple adenoma. In the 
event that the balance between the thyroxin 
production and the thyroxin requirement be- 
comes distorted by an over-secretion, then the 
relatively simple adenoma becomes a physical 
menace and assumes the character of a toxic 
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goiter. It would seem that a simple adenoma 
might be converted into a toxic adenoma by 
the administration of large doses of iodine, 
although this clinical change must be con- 
sidered as relatively rare. We do not feel that 
it presents a sufficient menace to prohibit the 
use of iodine in endemic goiter. We have seen 
no clinical value derived from the administra- 
tion of iodine to patients definitely suffering 
from toxic adenomas. Marine and Kimball’s 
work established without question their ability 
to prevent diffuse colloidal goiters and the re- 
sultant adenomas by the judicious administra- 
tion of iodine in childhood. The work of 
these men stands out as the only constructive 
prophylactic effort against the occurrence of 
endemic goiter. Unfortunately, however, 
there are certain phases of this work which 
have been misunderstood. We feel sure that, 
if there was more general interest: in this par- 
ticular work by the physicians, we would have 
adopted in goiter belts some routine method 
of iodine administration, with a consequent 
greater diminution in the incidence of endemic 
goiter. 

As yet, there is not a general agreement 
among surgeons as to the proper treatment 
of simple enlargements of the thyroid gland 
occurring in adult life. Personally, we feel 
that it is well in definite colloidal goiters, even 
though small adenomas can be palpated in 
the thyroid structure, to try such patients upon 
iodine therapy and, in the event that no im- 
provement is observed, then we feel that 
thyroxin may be judiciously employed. When 
no appreciable change is observed from either 
of these forms of medication, then we have 
been guided in our policy as to surgical treat- 
ment by the wishes of our patients. 

When discrete adenomatous tissue makes up 
the majority of the thyroid structure, even 
though no toxic symptoms are present, we 
have taken the surgical position that such 
glands should be removed, first, because normal 
retrogression and disappearance does not occur 
and there is a tendency of such glands to in- 
crease in size, with the possibility of pressure 
‘ausing injury to the vital structures of the 
neck; second, because of the known tendency 
for the development of toxic changes; and, 
third, because of the recognized danger of 
malignancy. 

The clinical picture produced by a toxic 
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adenoma is very well understood and it re- 
quires no further description at this time. 
Thyroid literature generally describes hyper- 
thyroidism from adenomas as a disease mani- 
festing itself in elderly people. Our own 
group of toxic adenoma patients, pathologic- 
ally proven, 140 in number, was generally 
found in young adults and in middle age. The 
youngest patient operated upon was eighteen 
years of age and the oldest putient was 
seventy years of age. The average age of our 
toxic adenoma patients was 36.3. We are 
aware that this age incidence is contrary to 
the general opinion of the occurrence of toxic 
adenomas. Our work, however, has been done 
upon patients coming from the true thyroid 
belt where endemic goiter is most prevalent. 
This incidence of early occurrence of toxic 
adenomas possibly follows out our thought 
that the relative iodine deficiency in the vari- 
ous regions varies, and, since our endemic 
goiters are seen very early, there is probably 
no reason why our adenomas should not mani- 
fest themselves also early, The vast majority 
of our toxic adenomas, however, have known 
that they had a thyroid enlargement for many 
years, and an appreciable number of them have 
had toxic symptoms for a period of years. Our 
exophthalmic goiter patients have usually 
dated the duration of their symptoms back 
only a few months prior to admission for 
treatment. The history obtained in our records 
as to the onset of symptoms in this group of 
patients has been of interest. The adenoma- 
tous patients have told us that they were aware 
that they had a goiter for a period of years, 
but toxic symptoms had developed very gradu- 
ally and they were not aware that they were 
suffering with thyroid disease until they be- 
gan to lose a material amount of body weight. 
Ordinarily their loss of weight has antedated 
their nervousness, their tachycardia, and fre- 
quently their vascular hypertension, Rarely 
were our toxic adenoma patients able to tell 
us with any degree of accuracy the exact time 
of the onset of their symptoms. The patients 
suffering with exophthalmie gciter have 
usually said that on or about a certain time 
they suddenly became very nervous, their emo- 
tions were easily excited, they began to lose 
weight, and the other group of toxic symp- 
toms became apparent. Basal metabolic studies 
have shown a slightly higher reading in 
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exophthalmic goiter patients of 48.3, as con- 
trasted with 38.6 in our toxic adenoma cases. 
It is of interest to note that our toxic ade- 
nomas were much more frequent in females 
than in males. Two out of every three occurred 
in females, while our exophthalmic cases were 
about equally divided. This fact agrees with 
the general opinion that endemic goiter is 
much more prevalent in the female than in 
the male. 

Lahey has described a group of thyroid pa- 
tients which he has called thyro-cardiacs. 
These people usually seek treatment around 
middle life. Their predominant symptoms 
suggest a cardiac disturbance. However, they 
have generally lost a considerable amount of 
weight over a long period of time. They 
usually complain of shortness of breath, their 
extremities are swollen, and the general evi- 
dences of cardiac decompensation are fre- 
quently apparent. The heart symptoms ma- 
terially overshadow the possible cnlarvement 
of the thyroid gland. Vascular hypertension 
is constantly present and physical examination 
shows that their hearts are very large. 
Paroxysmal or constant auricular fibrillation 
may be observed in these patients. Physical 
examination will frequently demonstrate the 
presence of a small nodular adenoma in their 
necks, and basal metabolic studies will show 
a very material elevation in their basal rates. 
A careful history will usually elicit that these 
patients have given evidences of thyroid 
toxemia at various times in their lives. We 
have seen a number of these patients with vary- 
ing degrees of disability, some of them being 
actually bedridden. Following the work of 
Lahey, we have operated upon a number of 
them and have been very much gratified with 
the improvement which has been observed. A 
few of these people who have been semi- 
invalids have been restored to a state of use- 
fulness as the result of their thyroid operation. 
We have sustained no mortality in this group 
of twenty-seven patients operated upon. It is 
interesting to know that pathological studies 
upon twenty-three of the twenty-seven patients 
showed that the thyroid structure was made 
up of intracapsular hyperplasia or adenoma- 
tous structure. 

There would seem little difficulty in estab- 
lishing the clinical diagnosis of exophthalmic 
goiter. The symptoms are usuaily clear-cut 
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and obvious. The history of an acute onset 
of symptoms, of nervousness, of loss of weight, 
of increased appetite, of tachycardia, of 
tremor, and of vascular hypertension, with 
«xophthalmos in an appreciable number of 
cuses, are ordinarily constant, Very little is 
understood, as yet, about the creative factor 
in the production of exophthalmic goiter. We 
know that all the thyroid tissue changes its 
physiological purpose and produces an over- 
abundance of thyroxin, We have reason to 
believe, however, that there is also another for- 
cign and poisonous material generated in the 
hyperplastic goiter which has not yet been 
isolated. Our experience has led us to feel 
that the exophthalmic goiter patient is more 
acutely sick than the patient suffering from 
toxic adenoma, but ordinarily the exoph- 
thalmie patient has not sustained extensive 
degenerative changes in his vital organs, as 
contrasted with the permanent and_ lasting 
changes which are often seen in the long stand- 
ing violently toxic adenoma. Until a few 


years ago we were helpless to handle a cer- 
tain type of exophthalmic goiter patients, ex- 
cept by resorting to unsatisfactory procedures, 
such as X-ray and radium therapy, ligations, 


lobectomies, and hot water injections. All these 
methods were uncertain in their results and 
the mortality in the surgery of exophthalmic 
goiter was widely criticized. 

Plummer’s constructive work for the admin- 
istration of iodine in the preparation for 
operation of this group of patients has put the 
treatment of exophthalmic goiter upon a sub- 
stantial and firm basis. The greatest diffi- 
culty now is to get a general and satisfactory 
understanding of Plummer’s work clear in the 
mind of the medical profession. All recent 
reports confirm Plummer’s primary conviction 
that iodine was only useful in the preparation 
of patients for operation, and that, after its 
administration for from twelve to fourteen 
days, the maximum benefits anticipated from 
its use’ were experienced. Further, iodine 
therapy only results in the confusion of the 
patient’s symptoms without any permanent 
or lasting benefits. We have seen no recorded 
case of exophthalmic goiter which has been 
cured, or even permanently improved, as the 
result of continued iodine administration. 
This misunderstanding about the administra- 
tion of iodine to exophthalmic goiter patients 
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has resulted in an appreciable number of such 
patients having had a long course of iodine 
therapy before they are sent to the surgeon 
for treatment, When this course has been 
followed, the benefits derived from iodine as 
a preparation for surgery have been very ma- 
terially lessened and it is never possible to carry 
these patients through the same smooth opera- 
tive course as might have been possible had 
iodine not been administered. 

There are a certain number of exophthalmic 
goiter patients who vary in their response 
to iodine, and an appreciable number of such 
patients must still be handled by the multiple- 
stage method of surgical treatment. It is very 
difficult to attempt to describe which patient 
may be treated by subtotal thyroidectomy and 
which would be better handled by the mul- 
tiple-stage operation. I can only say, how- 
ever, that the clinical course of such patients, 
their response to therapy and physiological 
rest, and repeated basal metabolic studies are 
an index, along with the general condition of 
the patient during the operation, as to when 
a patient has reached the point of surgical 
tolerance. 

A few years ago we operated upon most of 
our toxic thyroid patients under local anes- 
thesia, but the harrowing experiences of our 
patients, along with the increased surgical ef- 
fort necessary to satisfactorily do local anes- 
thesia thyroid operations, convinced us that 
a light general anesthesia was preferable, In 
the last few years we have employed routinely 
ethylene and oxygen as a general anesthetic 
in such work, and have been so gratified with 
its routine success that we have hesitated to 
accept any of the more recent modified anes- 
thetics. 
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DISCUSSION 


Dr. J. ALLISON Honces, Richmond: I want to ask 
Dr. Emmett two questions. The first is how he 
makes a diagnosis between an incipient toxic ade- 
nomatous thyroid case and an early case of tuber- 
culosis—in other words, if there are any well defined 
differences that can be clinically outlined. And the 
second question is, if he had a case of early tuber- 
culosis with a toxic adenomatous goiter, would he 
operate upon that case? 


Dr. EMMEttT, closing discussion: In answer to Dr. 
Hodges’ question as to the differentiation between 
patients suffering with toxic adenomas and pulmo- 
nary tuberculosis, I wish to say that there are ordi- 
narily well defined methods of differentiating these 
two diseases, although I must admit that in some in- 
stances the differential diagnosis is not simple. In 
the first place, patients suffering with toxic adenomas 
ordinarily give a history of having had a goitre 
for a long period of time, probably years. Suddenly, 
for unaccountable reasons, this goitre flares up and 
begins to manifest evidences of hyperthyroidism, 
such as tachycardia, increased nervousness, tremor, 
vascular hypertension, and in most instances there 
is material elevation in the basal metabolic rate. 
When it is difficult to palpate an adenoma in the 
neck, X-ray examination of the chest will sometimes 
show the adenoma to be located retrosternally. The 
loss of weight is more sudden than is ordinarily ex- 
perienced in people suffering with pulmonary tuber- 
culosis. The tachycardia in tuberculosis is fre- 
quently paroxysmal; whereas it is usually constant 
in hyperthyroidism. Physical examination and 
stereoscopic plates of the chest will ordinarily con- 
firm the diagnosis of pulmonary tuberculosis. 

Dr. Hodges has asked what disposition we would 
make of a patient who had pulmonary tuberculosis 
and who also had a definitely toxic goitre. This 
particular problem rarely confronts us. However, 
I may say that I would not hesitate to operate upon 
a patient with hyperthyroidism from a toxic adenoma 
who was a known pulmonary tuberculosis case, 
granting that the hyperthyroidism was sufficiently 
severe as to be incapacitating. The operation for 
the enucleation of a toxic adenoma can be very satis- 
factorily done under local anesthetic without undue 
pain and with very little trauma. The more recent 
supplementary anesthetics give promise of construc- 
tive work under general anesthesia without stirring 
up old latent pulmonary tuberculosis. I have per- 
sonally had little or no experience with sodium 
amytal or avertin in this particular field of surgery. 


TULAREMIA IN DIFFERENTIAL DIAG- 
NOSIS: A REVIEW OF THIRTEEN 
CASES.* 

By STAIGE D. BLACKFORD, B. S., M. D., University, Va. 

Tularemia should be of especial local inter- 
est because the total of one hundred and thirty- 
five cases reported in Virginia is the largest 


yet reported by a single state. A great deal 
has been written about the disease in the past 
decade but one aspect appears to have been 
rather neglected; very little stress has been put 
upon its importance in differential diagnosis. 


*From the Department of Internal Medicine, University of Vir- 
ginia Hospital. 

Read at the sixty-first annual meeting of the Medical Society of 
Virginia, in Norfolk, October 21-23, 1930. 
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When the pathognomonic skin or conjunc- 
tival lesions with glandular involvement are 
observed and a characteristic history is ob- 
tained, the diagnosis is obvious. In those in- 
stances where the lesions are lacking, the pos- 
sible confusion with typhoid fever has been 
emphasized. But no one has called attention 
to how perplexing the multiple manifestations 
of the disease may be when the source and 
site of the infection are not recognized, At 
the University of Virginia Hospital, these 
atypical cases are all too common and we have 
encountered manifold diagnostic troubles in 
our thirteen cases. A review of these with 
reference to some of the conditions which 
tularemia may simulate should be of interest 
to the general practitioner and internist. 

Perhaps we should begin with our one case 
which presents the more or less classical pic- 
ture: A white woman entered the Hospital 
complaining of a painful ulcer of the thumb 
with enlarged and, tender epitrochlear and 
axillary glands.’ She volunteered that ten 
days previously she had stuck her thumb with 
a rabbit bone. That night the thumb had be- 
come so painful that she could not sleep. The 
following day she had tried unsuccessfully to 
evacuate pus. The third day she called her 
physician because of glandular involvement 
and general symptoms which consisted of head- 
ache, malaise, anorexia, joint aches, nervous- 
ness, chills, and prostration. The doctor told 
her she had “rabbit sickness.” She was con- 
fined to bed at home for a week and then she 
was sent to the Hospital for treatment of the 
glands, which subsequently suppurated. She 
had a high fever for nearly a month and was 
discharged at the end of the fifth week in 
fairly good condition. During her stay in 
the Hospital, the agglutination test with 2. 
tularense became increasingly positive in 
titre. 

All the other twelve vases were confusing 
at some time during the course of their ill- 
ness. Four had their presenting symptoms 
in the skin or glands; two suffered from gen- 
eral toxemia and the remaining six presented 
problems due to pulmonary conditions. 

If one were “tularemia-conscious,” any in- 
volvement of the skin or glands should sug- 
gest tularemia as a diagnosis, but even some 
of these have offered difficulties: A colored 
man presented himself at the Outpatient 
Clinic, complaining of weakness of four weeks’ 
duration. Routine examination disclosed an 
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indurated ulcer of the thumb with tremen- 
dous enlargement of the axillary gland. 
Tularemia was suspected but the patient vig- 
orously denied contact with rabbits. The 
iesion suggested a chancre and so a dark field 
examination was done but no treponemas were 
found. Next, 3 ¢.c. of thick creamy pus was 
aspirated from the axillary gland and we felt 
more sure of our original diagnosis of tula- 
remia; this tentative diagnosis was confirmed 
first by obtaining a definite history from the 
patient’s employer that the patient had skinned 
a rabbit five weeks previously and then by a 
positive agglutination reaction. 

Another patient sought surgical opinion 
about an enlarged axillary gland. A diag- 
nostic biopsy was performed and the micro- 
scopic sections suggested the probability of a 
tularemic infection. The patient was then 
more carefully examined and a primary ulcer 
was found. On questioning, he admitted ex- 
posure to rabbits and his serum agglutinated 
B. tularense. 

One of our patients with tularemia was ad- 
mitted and treated on the Genito-Urinary 
Service. He was a colored boy who was re- 
ferred for a painless hematuria. There was a 
previous history of attacks which suggested 
renal colic, but his present illness had begun 
two weeks previously when he had been taken 
suddenly ill with general malaise, vertigo, 
headache, nocturia, and urgency. Several days 
later a perineal ulcer and multiple ulcerations 
on the glans penis developed. Bilateral in- 
guinal adenitis followed shortly. On the morn- 
ing that he was referred, a painless discharge 
of blood from the urethra occurred which 
lasted a half an hour. His admission tem- 
perature was 103. Cystoscopic examination 
could not be done because the genital infections 
were thought to be suggestive of syphilis, 
chancroids or possibly granuloma inguinale. 
Routine agglutinations were done a few days 
later because the fever persisted. The agglu- 
tination with B. tularense was positive. The 
patient was discharged in good health after 
a month in the Hospital. No history of ex- 
posure to rabbits was ever obtained and the 
infection was thought to be due to a tick-bite. 

The next patient was a white woman who 
came in complaining of “boils all over.” A 
month previously her physician had treated 
her for a “boil” on one finger, which had been 
followed a few days later by a generalized 
eruption of pustular acne. About ten days 
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after the finger lesion appeared, the axillary 
gland became fluctuant and had to be incised. 
The patient had had to remain in bed for most 
of the month preceding her admission because 
her knees had been so swollen and painful that 
she could not stand, During this time she had 
run a fever consistently. The possibility of 
tularemia had not been considered by her local 
physician, probably because of the skin erup- 
tion and the joint symptoms, but when she 
was questioned about rabbits, she recalled hav- 
ing skinned one just prior to the onset of her 
sickness. Her agglutination reaction con- 
firmed our suspicions. She was convalescing 
at the time of admission and was discharged 
much improved about ten days later. This is 
the only case in our series which showed gen- 
eral cutaneous symptoms. 

The next group is the one in which symp- 
toms of general toxemia predominated, Al- 
though attention has been directed many times 
to the similarity between tularemia and 
typhoid or pyelitis, this question arose in only 
two of our series. 

A young white man was under observation 
for six weeks, with symptoms so suggestive 
of typhoid fever that this diagnosis was made 
in spite of a negative Widal reaction and a 
negative blood culture. He was recalled five 
months later and the diagnosis of tularemia 
was substantiated by a positive agglutination. 
This case occurred early in our experience with 
the disease and I do not believe that such an 
error would be made now. 

In the other instance, both pyelitis and 
typhoid had been suspected before the correct 
diagnosis was made, An elderly woman stated 
that eight days previously she had had a sud- 
den onset of nausea, vomiting, headache, chills, 
fever, and pain in the right side of her ab- 
domen and in the right costo-vertebral angle. 
There was tenderness on pressure over the 
right kidney and a “boil” was found on the 
right buttock. Catheterized urine contained 
10-15 pus cells per high power field; the 
leukocyte count was 7,000. After a week, the 
pus cells in the urine decreased and the fever 
persisted so a Widal test was done; along with 
the Widal agglutinations for undulant fever 
and tularemia were included. To our surprise 
the serum agglutinated B. tularense only. The 
titre increased in the subsequent weeks and 
the so-called boil became a chronic ulcer. This 
ulcer was considered the site of inoculation 
and due to its location on the buttock, it was 
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thought to have been due to a tick-bite infec- 
tion. 

The six remaining cases showed symptoms 
and signs referable to the respiratory system. 
The practical importance of recognizing the 
lung manifestations of tularemia is illustrated 
by the following report: A high school student 
entered the Hospital three years ago with 
symptoms which were first thought to be due 
to typhoid fever even though he had recently 
been inoculated against this disease in an army 
camp. Shortly after his admission, the promi- 
nence of chest signs made this diagnosis seem 
unlikely; nearly a quart of straw-colored fluid 
was removed from the pleural cavity and 
roentgen examination revealed intrapulmonary 
changes which were diagnosed as tuberculous 
pneumonia, The sputum was repeatedly nega- 
tive for tubercle bacilli. After two and a 
half months in the Hospital he was trans- 
ferred to a sanatorium with the diagnosis of 
“tuberculosis of pleura; tuberculous pneu- 
monia.” He remained there for eight months 
during which time he gained forty pounds. 
More than two years later he returned to say 
that he had been reading about rabbit fever 
in the newspapers and since he recalled very 
definitely skinning a sick rabbit two days before 
the onset of his illness, he wondered if he 
might have had that disease instead of tuber- 
culosis. The agglutination done at his request 
was strongly positive. 

In another very similar case the diagnosis 
might easily have been obscured if we had not 
followed it from the beginning, A woman 
was admitted with a finger lesion and enlarged 
glands which were proven to be tularemic. A 
persistent cough was present from the onset 
of her illness and so her chest was examined 
frequently. Five weeks after admission defi- 
nite physical signs of pleural effusion were 
found and 400 ¢.c. of a straw-colored fluid was 
aspirated. She then made an uneventful re- 
covery. 

The next case will be reported in detail else- 
where: A colored farmer was sent to the Hos- 
pital one month after the onset of his illness. 
A diagnosis of tularemia following the skin- 
ning of an opossum had already been estab- 
lished and he was referred for treatment of 
a lung abscess. He went steadily downhill and 
died eight days after admission. At necropsy, 
a large abscess of the lung was found. It was 
thought to be pyogenic from the gross exami- 
nation, but histologic study demonstrated that 
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the lung lesion presented many features more 
suggestive of tularemic necrosis than pyogenic 
necrosis. 

The pulmonary findings were hardly the 
most outstanding feature in the following case 
but since they were definite, it is included with 
the lung group: A feeble-minded white boy 
was apparently in good health until he had a 
convulsion the day before he was admitted. 
He had two further seizures before being 
brought to the Hospital and his fourth oc- 
curred soon after he was put to bed. His 
temperature was 105. A lumbar puncture was 
done immediately and the fluid was bloody. 
This indicated the possibility of a meningeal 
hemorrhage, but tetanus, epilepsy and menin- 
gitis were also considered. No further convul- 
sions occurred and their cause was not deter- 
mined. In view of the elevated temperature 
and low leukocyte count, the routine aggluti- 
nations were performed and were negative. 
Four days later, signs and symptoms of pul- 
monary consolidation with pleurisy occurred 
and these findings were corroborated by 
roentgen examination. A tentative diagnosis 
of pneumonia was made. But, after several 
more days, swelling of the parotid and cer- 
vical glands became so large that the boy could 
not open his mouth and no association could 
be made between these findings and those in 
the chest. A retropharyngeal bulging, which 
was taken to be an abscess, was located but 
three attempts to drain it were unsuccessful. 
Aspiration of the cervical glands obtained sev- 
eral cubic centimeters of sterile pus. During 
the following month both the enlarged glands 
and the septic temperature continued and so 
at the end of this period the glands were in- 
cised. Microscopic study of the pus and _ ne- 
crotic material obtained indicated either tuber- 
culosis or tularemia. The agglutination for 
tularemia was repeated and was strongly posi- 
tive. The boy made a good recovery, Due 
to his mental condition, no information con- 
cerning the mode of infection could be ob- 
tained. 

The first case of tularemia which we recog- 
nized occurred in an elderly gentleman who 
had been prostrated for a week with a high 
fever. An initial diagnosis of bronchopneu- 
monia was made on account of prostration, 
fever, productive cough, and rales. The cor- 
rect diagnosis was suggested by news that a 
brother, with whom the patient had hunted 
rabbits had died of tularemia. The diagnosis 
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in our patient was confirmed by agglutination 
iest. 

The last case offers an interesting specula- 
tion. A colored woman in whom a definite 
diagnosis of tularemia had already been made 
was referred to the Medical Outpatient De- 
partment for treatment of a “bad cold,” which 
she said had developed as result of soaking 
her hand in wet magnesium sulphate dress- 
ings. Musical rales and squeaks were heard 
in both lungs; the diagnosis of chronic bron- 
chitis was made. Whereas it would be diffi- 
cult to prove that these chest signs were asso- 
ciated with the tularemia, it seems justi ‘able 
to consider that they were in view of the 
cases already presented. 


ScumMary 

Thirteen cases of tularemia have been briefly 
presented with reference to the difficulties en- 
countered in differential diagnosis. ‘These 
have simulated a wide variety of conditions, 
i. e., syphilis, primary glandular adenopathy, 
genito-urinary disease, pustular acne, typhoid 
fever, pyelitis, tuberculosis, luig abscess, 
bronchopneumonia, central nervous system 
disease, and chronic bronchitis. Since accom- 
panying pathologic changes in the chest have 
been found in six of these thirteen unselected 
cases, it is suggested that they are manifesta- 
tions rather than complications of the disease. 


DISCUSSION 

Dr. H. G. Grant, State Epidemiologist, Richmond: 
Doctor Blackford’s paper is a very valuable contri- 
bution to the clinical knowledge of tularemia. This 
disease is not a very common one. The first case 
was reported in Virginia in 1920, from Rockbridge 
County; from then on through 1929—115 cases have 
been reported. Doctor Blackford is very fortunate 
in having seen thirteen of these cases, and also in 
having seen them in hospital where he was able to 
make such a complete study. 

Regarding the diagnosis of tularemia, one or two 
things should be kept in mind. The first is, as Dr. 
Blackford has pointed out, that there is such a dis- 
ease. The diagnosis is missed in many instances, 
because the doctor does not happen to think of tula- 
remia. The second thing is to be kept in mind is 
the common association of tularemia with the hand- 
ling of rabbits. In most of the cases reported to 
the State Department of Health an association with 
rabbits is given. Rarely we have a report of tick 
bites or of the handling of squirrels. 

One feature of tularemia which seems not te be 
thoroughly understood is that tularemia is a septi- 
cemia and that the complications, such as pleurisy, 
bronchopneumonia or lung abscess are manifesta- 
tions of the septicemia. The agglutination test is 
quite a help in confirming the diagnosis. During the 
first week it is negative. On the eighth or tenth 
day it becomes positive. The titre increases up to 
the sixth week and decreases from the eighth week. 
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The agglutination is usually permanent. An inter- 
esting example of the permanency of the agglutina- 
tion test occurred in Rockbridge County, where 
bloods taken in 1927 showed positive for cases of 
tularemia which occurred in 1920. 

I should like to take this opportunity of thanking 
the physicians of the State for answering the many 
questionnaires which I send out during the year. 


Dr. A. L. TyNEs, Staunton: The reference to the 
first case of tularemia identified in Virginia suggests 
to my mind the second case, which I shall report 
because it occurred in the adjoining county of 
Augusta, and on account of the obscure manner of 
infection, 

In the fall following Dr. Davidson’s case, I was 
called to see a man suffering with an infected thumb. 
The appeaitance of the wound at that time was re- 
garded as being most peculiar. It responded very 
slowly to treatment and was complicated with a 
large axillary abscess. This was incised and drained 
for weeks. Consultation was requested on account 
of the unusual appearance of the primary focus of 
infection and the marked prostration and anemia 
incident to the infection. The memory of the case 
continued to recur to me and years afterwards when 
I first heard of tularemia, I became convinced that 
this must have been such an infection. A specimen 
of blood was secured and sent to the Hygienic Lab- 
oratory and a prompt reply identified it as tularemia, 
and requested a history of the case and the mode 
of infection, stating that it was the second case 
thus far identified in Virginia. 

My memory of the accident was very clear but 
was verified in conversation with my friend, the 
patient, and was as follows: While pruning rose- 
bushes in his garden he stuck a thorn in his thumb; 
within a few days the infection developed. 

Asked as to his contact with rabbits or squirrels, 
he stated positively that he had had none, but that 
his garden was full of rabbits, which played in the 
rosebushes. Presumably, a bunny had scratched his 
back on the same thorn which had wounded his 
thumb, resulting in the attack of tularemia, which 
prostrated him for months. 


Dr. STAIGE D. BLACKForp, University, closing the 
discussion: At the University of Virginia Hospital 
we have recognized almost one per cent of the total 
of the cases reported in this country. Eight of the 
thirteen were undoubtedly due to skinning an opos- 
sum, another may have been due to eating an opos- 
sum, and three (from the location of the primary 
lesion), appeared to have occurred from tick bites. 


AVERTIN IN GENERAL SURGERY.* 


By I. H. GOLDMAN, M. D., Richmond, Va. 
Chief of the Department of Anesthesia, Johnston-Willis Hospital ; 
Consulting Anesthetist, Memorial, St. Philip and Dooley Hospitals ; 
Instructor in Surgery, Medical College of Virginia. 


While much has been done for anesthesia in 
the last ten years, it has only been in the last 
two years that much interest has been aroused 
in a new method of general anesthesia, by the 
rectal administration of tribrome ethyl alco- 
hol, or avertin. There have been numerous 
reports in European medical journals based 
upon pharmacological studies and chemical 


*Read before the sixty-first annual meeting of the medical 
Society of Virginia, at Norfolk, Va., October 21-23, 1930. 
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observations. In Germany alone over 500,000 
patients have been given avertin. 

Satisfactory as colonic oil, ether adminis- 
tration proved to be in careful hands, it fell 
short of perfection and constant effect. In 
addition, the simplicity of administration of 
avertin stands out as an advantage over colonic 
ether and it is a good deal less trouble to the 
anesthestist and patient. 

To Willstatter and Duisberg, German 
chemists, is due the credit of an almost ideal 
rectal narcosis, when in 1926, from the yeast 
fermentation of bromal, tribrome ethyl alcohol 
was produced and was named by them, aver- 
tin. Its anesthetic properties were demon- 
strated by investigations of Professor Eich- 
holtz.!. Avertin being inflammable but not ex- 
plosive, is supplied in heavily stoppered glass 
bottles in liquid form, It is a heavy, oily solu- 
tion with a bromine odor in which the drug 
is stabilized by the addition of amylene hy- 
drate. One gram of avertin is equivalent to 
1 c.c. of this liquid. 

The absorption of the drug is fairly rapid 
and is practically all absorbed from the bowel 
in about one hour. Staub, working at the 
Pharmocological Institute of the University 
of Munich, found that 80 per cent is absorbed 
in the first twenty minutes and 95 per cent 
within the first two hours. 

During anesthesia, Sebening® has found it 
in a concentration of 6 to 9 milligrams per 
cent in the blood. It is chiefly eliminated by 
the kidneys and in traces by the sweat, after 
combination with glycuronic acid in the liver. 
Staub recovered 81 per cent of the drug in 
this combination from the urine. Traces of 
bromine could be recovered from the sweat, 
but none from the respired air or the feces. 
There appears to be no difficulty on the part 
of the kidneys to excrete this glycuronic bro- 
mine compound and avertin has been used in 
marked kidney disease without there being any 
evidences of difficulty with its excretion, Ad- 
vanced liver disease is probably a contraindi- 
cation, but it will take more accurate clinical 
observation and physiological study to estab- 
lish this point. The studies of Brugger and 
Bourne, of McGill University, bear on this 
point. In their experiments they gave dogs 
500 mgms. of avertin per kilo of body weight, 
and noticed no ill effects on the liver or kid- 
neys. 

Its irritant action can be demonstrated on 
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the large intestine of the rabbit, but not on 
the dog or man. 

In common with other anesthetics, the re- 
spiratory rate is slowed and with over-dosage 
means a respiratory arrest. During anesthesia 
an increase in the rate could be affected by the 
use of carbon dioxide, caffeine or lobeline. 

Little work has been done on the biochemical 
changes under avertin in regard to: 1, Blood 
sugar changes; 2, Changes in inorganic blood 
phosphate content and urinary phosphates; 3, 
Acidosis as measured by the carbon dioxide 
combining power of the plasma; 4, Liver 
function under avertin. Dr. Bolliger* of the 
Laboratory of the Department of Urology, 
University of Sidney, commenced an inquiry 
into these factors, but the number of dogs so 
far investigated does not warrant any fixed 
conclusions. 

In regard to blood sugar, a hyperglycemia 
occurs just after induction, such as after the 
inhalation anesthetics but is of a milder grade 
and, towards recovery, the normal level is re- 
sumed and there is no further rise in the recov- 
ery hours. 

Bolliger has shown that the phosphate curve 
in anesthesia indicates the quality of the anes- 
thesia in that a low phosphate reading is found 
in a light clinical anesthesia of a satisfactory 
type. An increase in the phosphates was found 
to be associated with cyanosis, asphyxia and 
lowered blood pressure. 

Anesthetics like amytal, given orally in 
amounts sufficient to produce any degree of re- 
laxation, increase the blood phosphates and, 
coincident with a definite increase in phos-: 
phates, the animal has not recovered from the 
anesthesia. For this reason the phosphate 
findings under avertin were awaited with no 
little interest and they seemed to be of a dif- 
ferent order from other anesthetics. 

In avertin anesthesia lasting one hour, no 
depression or a very slight depression of phos- 
phates occurred, and only for a few minutes 
after induction. Towards recovery the phos- 
phates increase slightly as compared with the 
normal level. This continues for three hours 
after anesthesia when they return to their nor- 
mal pre-experimental level. We observe from 
this a complete contrast to that seen in inhala- 
tion narcosis; regardless of the anesthesia, a 
depression was observed during the recovery 
period. 

It is not known if this is a characteristic of 
avertin only, or of rectal narcotics in general, 
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though peroral administration of chloral hy- 
drate produces changes similar to those from 
the inhalation anesthetics. Estimation of the 
urinary phosphates showed corresponding 
changes to those in the blood, that is, a slightly 
diminished output during the period of anes- 
thesia, as if there was a slight demand for 
them, with a slightly increased output during 
recovery, again in definite contrast to the in- 
halation narcotics. Urinary secretion, as a 
whole, was unimpaired. 

In regard to acidosis, a well recognized fact 
of inhalation anesthesia, avertin behaves dif- 
ferently. In the case of ether, a more or less 
immediate fall occurs in the carbon dioxide 
combining power of the plasma; under avertin, 
this remains stationary within an hour of the 
induction. A slight fall occurs, reaching its 
minimum about two hours after anesthesia. 

During avertin anesthesia there occurs a 
drop in the systolic pressure that varies from 
ten to twenty points. I have had in my own 
experience a fall of 76 milligrams without any 
ill effects. This fall is found in the eariy 
part of the anesthetic and soon returns to nor- 
mal. 

The pulse rate may be slightly increased, 
but the quality remains good. Unger and 
May?® have studied a number of cases with the 
electrocardiograph and were unable to find 
any changes attributable to the anesthetic. 
Ephedrine can be used in combating the fall 
of systolic pressure should conditions warrant 
it. The drug seems to have a slight antipyretic 
effect also found to be antiseptic and capable 
of killing staphylococci and colon bacilli in one 
minute when subjected to a 3 per cent solu- 
tion. 

Avertin, when given by rectum, or perorally, 
causes a rapid induction of anesthesia, without 
any excitement stage. Muscular relaxation 
and unconsciousness are similar to those of 
ether. Post-anesthetic upsets are not seen and 
the patient usually awakes as though from a 
deep sleep. Lendle* compared the toxicity of 
this drug with ether, chloroform, and Gwath- 
mey ether-oil anesthesia and found it less 
toxic. This type of anesthesia is indicated in 
practically every type of surgical procedure 
as in: 1, Surgery around the head and neck; 
2, In patients who fear an anesthetic or those 
who have had trouble with former anesthetics; 
3, In exophthalmic goiter; 4, In children; 5, In 
thoracic surgery and in obstetrics. 

The only contra-indications to its use are 
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where the liver is seriously diseased, and in 
inflammatory conditions of the rectum and 
colon. In this country there have been about 
a dozen articles on the subject, reporting sev- 
eral thousand cases, one of the most interesting 
being an article by White and Kreiselman, of 
Washington, D. C. They report 500 cases 
without a mortality. 


TECHNIQUE AND ADMINISTRATION 


The method of administration as practiced 
at the Johnston-Willis Hospital is to give an 
enema the night before operation, and 10 
grains of allonal at bedtime. Forty-five 
minutes before operation, I give 1/8 gr. of 
morphine with hyoscine hydrobromide grs. 
1/100 to 1/150. The required amount of solu- 
tion is measured out and enough distilled wa- 
ter is added to make a 21% to 3 per cent solu- 
tion and is heated to 38° C. The avertin is 
then added and the mixture is shaken or stirred 
well until a clear solution results. I usually 
use from 60 to 100 mgms, per kilo of body 
weight. 

The most important points are that the tem- 
perature must not exceed 40° C. and that the 
final solution is free from hydrobromic acid, 
and therefore, free from dibromacetaldehyde. 
To confirm this we add one drop of Congo red 
and if the color remains orange-red, it is ready 
for use; if it turns blue, we know that it has 
split up and is unsafe for use. I have not 
had the latter experience at anytime. 

With the solution now ready, the patient lies 
in bed on the left side and the avertin solu- 
tion is slowly run in from a funnel through a 
small rubber tube or catheter. This should be 
vaselined and passed at least four inches be- 
yond the anus. After all the preparation is 
in, the tube may be clamped and left in posi- 
tion, or it may be withdrawn. The injection 
is well retained and only takes a few minutes. 
Avertin is rapidly absorbed and in about ten 
to twenty minutes the patient falls off in a 
quiet sleep. I have seen no excitement stage. 
Respiration is quiet and regular. 

During the induction period, we should keep 
the patient quiet, the room dark and keep out 
all sources of irritation. The patient is then 
taken to the operating room and prepared for 
operation. If the patient is not well under, 
any of the supplementary anesthetics can be 
used, but only a minimum amount will be 
necessary. 

Dr. M. P. Rucker, of the Obstetrical Depart- 
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-ment of the Johnston-Willis Hospital, reports 
on his observations in 118 cases: 


Deliveries with insertion of bag 
Curettements with avertin and local 
Curettements with avertin alone 
Curettements with avertin with ethylene 


His observations are: No difference in post- 
partum bleeding, resuscitation of babies, etc., 
from the general run of patients. Several 
babies, when ether was given, at the height of 
the avertin analgesia required resuscitation. 
In one of the four cases where avertin was 
used before the bag was placed, on account of 
extensive nervousness of the patient, the aver- 
tin was expelled during the operation and 
messed up the field of operation. The out- 
standing fact in these cases is the satisfaction 
of the patient. This occurred in 100 per cent 
of the cases. 

It is especially useful in cases of non-dilat- 
ing cervices. A bag is placed and weighted 


and avertin is given (60 mgms. per kilo 
of body weight) and dilatation usually takes 
place with surprising quickness. No effect was 


noticed on uterine contractions except they 
were further apart. 

In the surgical department we have used it 
in 102 cases and obtained a good anesthesia in 
a number of cases, Eighteen cases required no 
anesthetic except local. Sixty cases required 
a small amount of supplementary anesthesia 
and twenty-one cases required a large amount. 
In four cases no anesthesia was produced. 

Dr. F. S. Johns, chief of the surgical de- 
partment of the Johnston-Willis Hospital, 
finds that it is especially indicated in surgery 
about the chest and heart, especially in pul- 
monary tuberculosis when thoracoplasty is 
done. 

To date we have used avertin in 226 cases. 


ConcLusions 

There seems to be no contra-indication to the 
use of avertin as to age; some workers speak 
very highly of its use in children. The chief 
care in the nursing is watching for relaxed jaw 
or tongue, during the induction period as well 
as the recovery, and I think that all avertin 
cases should be required to have a nurse, or 
and airway inserted until recovery. Rectal 
wash outs have been used, but these are unnec- 
essary as all of the drug is absorbed in about 
one hour. 
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My usual dosage is from 60 to 100 mgms. 
per kilo of body weight. In cachectic, feeble, 
and obese patients, the dose should be re- 
duced. 

Avertin has its disadvantages, that is, its de- 
composition with the production of dibroma- 
cetaldehyde and its rapid absorptlon from the 
intestinal tract, may permit the flooding of 
the patient with a toxic dose that cannot be 
removed, This can be overcome by care in 
administration of a proper dose and attention 
to the details of its preparation. 

Its advantages are many: 1, Restful post- 
operative awakening; 2, No headache; 3, No 
nausea nor vomiting: 4, Peaceful induction; 
5, Absence of pulmonary complications— 
amnesia and psychic shock. 

In closing, I wish to say that avertin is not 
an anesthetic that anyone can give at anytime. 
It requires an experienced anesthetist to control 
the superimposed anesthesia and great care 
should be exercised in its administration. So 
far it approaches the ideal rectal anesthetic 
more closely than any other at our disposal. 
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TRIBOMETHYL ALCOHOL (AVERTIN) 
A RECTAL METHOD OF GENERAL 
ANESTHESIA.* 


By W. K. DIX, M. D., 


an 
JOHN S. HORSLEY, Jr., M. D.. 
Richmond, Va. 


A rectal method of general anesthesia was 
first advocated by Pirogoff in 1847. Except 
for Gwathmey’s colonic method of oil and 
ether, little enthusiasm has been shown for 
rectal or colonic anesthesias until the recent 
introduction of avertin. In 1923, two Germans, 
Willstatter and Duisberg, first produced tri- 
bromethyl alcohol, commercially known as 
avertin. Yet its anesthetic properties were not 


*From the Department of Surgery of St. Elizabeth’s Hospital, 
Richmond, Va. 

Read before the sixty-first annual meeting of the Medical So- 
ciety of Virginia, at Norfolk, Va., October 21-23, 1930. 
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demonstrated until 1927 by the pharmacolog- 
ical studies of Eichholtz. Since then avertin 
has been used extensively abroad, particularly 
in Germany. This drug has been generally 
available in America only for the last few 
months, but through the courtesy of the Win- 
throp Chemical Company the authors have 
heen using avertin for a little over a year. 
More than two hundred and fifty European 
and fifty American articles have been published 
on experimental and clinical observations in 
several hundred thousand cases. As an out- 
come of the earlier of these reports it is now 
generally accepted that avertin should usually 
be employed only as a_ basal anesthetic, 
namely, as the chief means of inducing uncon- 
sciousness, supplemented when necessary by a 
small amount of a local or inhalation anes- 
thetic. All investigators agree that avertin’s 
principal vyalue is to eliminate “psychic 
shock,” a factor which can seldom be avoided 
in general or local anesthesia. The patient 
quickly and peacefully falls asleep in his bed 
and does not awaken until he returns to his 
room after the operation. 


CHEMICAL AND Puysicat Properties 

Avertin is tribromethyl alcohol (CBr,C 
OH) and is formed by the action of yeast on 
bromal. It is a white crystalline substance, 
which readily sublimes, has a melting point of 
79-80 degrees C., and is soluble in water at 40 
degrees C. up to 3.5 per cent. It is subject 
to changes if exposed to light and air. If it 
is heated above 40 degrees C., hydrobromic 
acid and dibromacetaldehyde are formed, 
which products are toxic and irritating to tis- 
sues. 

Avertin fluid is a solution of avertin in 
amylene hydrate. One c.c. of the solution con- 
tains 1 gram of avertin. The advantages of 
having the drug dissolved in amylene hydrate 
are, first, that it dissolves avertin in high con- 
centration and is soluble in water, and, second, 
amylene hydrate has a slight hypnotic and 
respiratory stimulating action, It is also 
volatile and inflammable (not explosive). 
The bottles, therefore, should be kept tightly 
stoppered and not exposed to an open flame. 
Users of avertin fluid consider it more effi- 
cient than the powder or crude drug. 

PHARMACOLOGY 

Absorption: The intestinal mucosa absorbs 
avertin more rapidly than the water in which 
it is dissolved. Straub found that 80 per cent 


is absorbed in the first twenty minutes and 95 
per cent within the first two hours after ad- 
ministration. 

Elimination: In the body avertin combines 
with glycuronie acid and is eliminated in this 
form by the kidneys. We have noted a de- 
cided increase in the specific gravity of the 
urine during this period. Traces of bromine 
have been found in the sweat. Parsons has 
found that about 72 per cent of the bromine 
was excreted in the urine during the first 
forty-eight hours, and eventually he has re- 
covered over 98 per cent. 

Toxicity: When avertin is administered 
orally or by rectum, 80 to 150 mg. per Kg. 
of body weight is the dose for anesthetic pur- 
poses and: about 500 mg. per Kg. of body 
weight is the toxic dose. This gives a 
therapeutic index which is higher and safer 
than any of the other anesthetics that are now 
available. It has also been shown that the 
toxicity subsequent to the combined use of 
avertin and ether was less than when either 
one of these agents was used alone. In ani- 
mals that have been given over one hundred 
anesthetic inductions over a short period of 
time, no changes of the parenchymatous or- 
gans were demonstrable. Avertin has very 
little action upon the liver function as deter- 
mined by the bromosulphalein test (Bruger et 
al.), comparing favorably in this respect with 
amytal and ether. Careful records of the re- 
peated laboratory and physical examinations 
before and after operation have been made and 
no noteworthy changes have been observed in 
our series. 

Local effect: The anesthetic solution of aver- 
tin has apparently no effect on the intestinal 
mucosa and can be safely repeated at frequent 
intervals. No patient in our series complained 
of rectal or colonic irritation and no passage 
of mucus or blood from the bowel has been 
noted that could be attributed to avertin. This 
solution is also germicidal to a degree that 
colon bacilli and staphylococci are destroyed 
in about one minute by a 3 per cent solution. 

Anesthetic effect: The average time for un- 
consciousness to be produced after the rectal 
administration of a 2.5 to 3 per cent solution 
of avertin is seven minutes. This rapid in- 
duction is not attended by any excitation or 
unpleasantness. The reflexes become weak, the 
general musculature becomes relaxed and the 
pupils contract. Except for a slight increase 
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in the rate, the pulse is not materially changed. 
Guttman states that  electrocardiographic 
studies during anesthesia showed no changes. 
The systolic blood pressure falls 10 to 20 mm. 
with only a slight change in the diastolic pres- 
sure. As the anesthesia progresses, the systolic 
pressure tends to return to normal, The rate 
of respiration is slowed and breathing becomes 
shallow. This is often accompanied by pallor 
and occasionally by a slight cyanosis which 
soon clears up, even without the administra- 
tion of carbon dioxide and oxygen, or caffeine. 
As with any other general anesthetic which 
causes generalized relaxation, distinct cyanosis 
will develop if the patient is not watched care- 
fully and a clear airway maintained at all 
times. Compared to colonic or rectal oil and 
ether, rectal avertin is superior in all respects. 
No other anesthetic agent is known from which 
awakening after a deep narcosis is so smooth 
and the disappearance of by-effects so rapid. 

The initial stage of avertin anesthesia gen- 
erally lasts from one and one-half to two 
hours. Relaxation is usually sufficient for the 
less major operations and occasionally even for 
major operations. We feel that it is much 
safer to use avertin as a basal anesthetic pri- 
marily with a dosage ranging from 80 to 120 
mg. per Kg. of body weight, supplementing 
it with ethylene, nitrous oxide, ether, or with 
procaine locally. Partial or complete failures 
will occur if the patient expels the solution 
within the first twenty minutes. This may be 
due to improper preparation or lack of co- 
operation of the patient as sometimes occurs 
in infants or children. 

Post-operative effect: At the close of the 
operation the patient is usually dry, warm and 
has a good color, The patient reacts soon 
after returning to bed and may complain of 
pain or thirst. At this time morphine is 
given hypodermically which quickly brings 
relief and the patient falls asleep again for 
several hours. Throughout this period post- 
operative pain, nausea, vomiting, and abdomi- 
nal distention are usually absent and amnesia 
is a welcomed and characteristic feature. 
“Even though the narcosis has been very light, 
there will be no memory of anything from the 
time of injection. Further, the events of the 
next twenty-four or thirty-six hours will not 
be remembered with any clearness, and the 
whole horrible business of being anesthetized 
and of recovery is thus not only deminished 
in fact, but is minimized in_ retrospect” 
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(Edwards). No changes have been noted in 
bleeding either at the time of operation or 
afterwards, wounds have healed without de- 
lay and the post-operative course has been 
smoother and more pleasant than with other 
general and local anesthesias. The reacting 
period of three patients in our series was noisy 
and restless. This lasted only for a few 
minutes and rapidly disappeared after a hypo- 
dermic of morphine. 

Dosage: The dose is determined by the pa- 
tient’s body weight (in kilograms), the gen- 
eral condition and the patient’s age. Avertin 
is safest and most valuable as a basal anesthetic, 
supplemented by another general or local anes- 
thetic when necessary. The average dose for 
our cases was 100 mg. per Kg. of body weight, 
with the smallest dose 70 mg. and the largest 
120 mg. In three cases the average dose pro- 
duced complete surgical anesthesia, but in the 
remainder ether, ethylene, or procaine locally 
were used to supplement. The total amount 
of avertin fluid did not exceed 10 c.c. for any 
one patient. Children and even infants were 
more tolerant than adults and their average 
dose was 110 mg. per Kg. of body weight with 
relatively more supplemental anesthesia. For 
debilitated, cachectic, anemic, dehydrated per- 
sons and for obese patients the dosage was 70 
to 90 mg. per Kg. of body weight. No ob- 
stetrical or psychiatric cases were studied in 
this series, but a review of the literature indi- 
cates that obstetrics particularly is a field for 
its extensive use. A dose of 60 mg. per Kg. 
of body weight has been suggested by E. Mar- 
tin and others, and this dose may be safely 
repeated two or three times at three to four 
hour intervals. 


Effect of repeated doses: In experimental 
animals, repeated administration of avertin 
over a long period produced no injury to the 
internal organs: Five cases in our series have 
been given avertin repeatedly with no ill- 
effects. Three cases were given two avertin 
anesthesias each within a period of a few days 
and two other cases (ages nine and thirty 
years) were given four avertin anesthesias 
apiece within a few weeks for reconstructive 
plastic surgery of the face and neck. No ill- 
effects were noted and, no increase in tolerance 
to the drug was observed. 


ADMINISTRATION 


Preparation of patient: The pre-operative 
preparation is important though in a few 
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emergency cases we have had effective anes- 
thesia without any special preparation, The 
evening before the operation a hypnotic (as 
phenobarbital, barbital) and a cleansing enema 
is given, It is preferable not to give an enema 
on the day of operation. as the fluid which re- 
mains in the bowel will delay the absorption 
of the avertin solution. Before the opera- 
tion a hypodermic of morphine with or with- 
out atropine is given as with other anesthetics. 
Some users of avertin object to the morphine 
and omit it with equally good results. We 
believe the morphine injection is probably bet- 
ter as it deepens the avertin anesthesia and 
helps to lessen the dosage of the supplemental 
anesthetic. The authors have used both 
methods with good results. 

Preparation of solution: The amount of dis- 
tilled water required to make a 21% to 3 per 
cent solution is heated to 40 degrees C. (104 
degrees F.). Particular care is exercised to 
avoid heating the water above 45 degrees C. 
(113 degrees F.) as hydrobromic acid and 
dibromacetaldehyde will be formed when the 
avertin fluid is added. The required amount 
of avertin fluid is measured with a_ pipette 
graduated in tenths of a cubic centimeter and 
added to the heated distilled water. The solu- 
tion is vigorously shaken until all avertin fluid 
globules have disappeared. 

After the so-called “obligatory test” has been 
performed, the solution is ready for adminis- 
tration. This test is made by taking about 5 
c.c. of the prepared avertin solution in a test 
tube and adding two or three drops of 1-1000 
aqueous (not alcoholic) solution of Congo red. 
A pure orange-red color will appear, provided 
the solution has not been overheated; if the 
color on the other hand changes to violet or 
blue the solution should be discarded, as it 
has decomposed and is toxic. 

Administration of avertin: The solution is 
administered rectally about twenty or thirty 
minutes before the scheduled time of opera- 
tion, preferably in the patient’s room. A quiet 
darkened room is suggested, but satisfactory 
results have been obtained without these re- 
fnements. The patient should be turned on 
the left side with the hips elevated slightly 
by the use of a piliow. The injection is 
usually made by gravity at a moderate rate of 
flow, using a funnel and a small rectal tube or 
male catheter (No. 20-22 French). In chil- 
dren and infants where there is crying with 
its accompanying increased intra-abdominal 


pressure, the solution is given by injection, 
using a urethral syringe. The catheter or a 
gauze compress over the anus is held in place 
until the child is asleep. In adults the tube 
is removed after the introduction of the solu- 
tion and the patient is not disturbed until 
sleep occurs. The solution should not be al- 
lowed to cool, as it will crystallize, then the 
solution is not as effective and should be dis- 
carded. 

Supplemental anesthesia; After the patient 
has been transferred to the operating room, if 
reflexes can be elicited, a little ethylene, nitrous 
oxide, ether, or local anesthesia may be ad- 
ministered before making the incision. The 
amount of the inhalation anesthetic employed 
during the entire operation is reduced by 50 
per cent or more. We have never combined 
avertin and spinal anesthesia. 

Treatment of over-dose: We do not feel that 
we have given an over-dose in any case, though 
three patients did not require any supplemen- 
tal anesthetic. We took frequent blood pres- 
sure readings on all adult patients, and have 
noted a slight fall in the systolic pressure. If 
there is an early decided fall in blood pressure 
it may be treated by the use of adrenalin hy- 
podermically, When there is an early and 
rapid narcosis in the first ten minutes, it is 
well to pass a rectal tube.and withdraw as 
much of the avertin solution as possible. This 
procedure would be without avail after the 
solution had been administered for twenty 
minutes or more, due to the rapid absorption 
of avertin. 

If further symptoms of over-dosage should 
develop, these may be combated by the use of 
ephedrin, adrenalin, caffeine and 5 per cent 
dextrose intravenously to hasten the elimina- 
tion of the avertin by the kidneys. Carbon 
dioxide and oxygen may also be used to stimu- 
late the respiratory center. 


INDICATIONS 
Avertin has been used in a wide variety of 
general and special surgical conditions as the 
following 127 anesthesias will show: 


Plastic and neoplastic operations (chiefly 
of face, mouth and neck) 

Urological operations (including four 
nephrectomies and one case of bilateral 
transplantation of ureters in complete 
exstrophy of the bladder in a girl of 
four years with satisfactory recovery)... 

Gastro-intestinal and biliary operations.... 
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Abdominal gynecological operations........... 14 
Vaginal gynecological operations (vagi- 
nal hysterectomy, perineal repair, etc.) 
Thoracic operations 
Breast operations (radical and simple am- 
putations) 
Hernia operations (inguinal and ventral) 
Exophthalmic goiter operations 
Tonsil and adenoid 
Bone graft operation 


In this series twenty-four operations were 
performed on children (under twelve years 
of age) with fourteen operations on children 
under four years of age, with five under six 
months. The youngest was two and one-half 
months and was operated on successfully for 
cranial hydroencephalomeningocele. Eight 
patients were over sixty years of age, with 
the oldest seventy-three years old. Avertin is 
not recommended as a routine general anes- 
thetic but it can be used to great advantage 
in properly selected cases, especially in hyper- 
thyroidism, in nervous and apprehensive pa- 
tients, in the presence of cardiac and pulmo- 
nary complications, in nearly all pediatric 
surgery, in operations about the face, mouth, 
palate and throat where formerly a colonic oil 
and ether anesthetic was used. Avertin has 
been found greatly superior to any and all of 
the many ether concoctions generally given by 
rectum. 


Contra-INpicaTions 

We feel that positive contra-indications to 
the use of avertin are ulcerated lesions of the 
rectum or colon, advanced diseases of the liver 
and kidneys. Other definite contra-indica- 
tions are marked cachexia, advanced pulmo- 
nary tuberculosis and myxedema. 

Extreme caution in the dosage should be 
exercised in administering avertin to elderly, 
debilitated, dehydrated and obese persons. 
Even greater caution should be exercised in 
dealing with emaciated patients where there 
is a deficiency of glycogen in the liver, which 
consequently reduces the capacity of the pa- 
tient in the detoxication process. 


SumMary ANp CONCLUSIONS 
An analysis of a series of 127 operations 
and observations over a-period of one year 
with avertin as a basal anesthetic is presented. 
Its value in pediatric surgery is particularly 
noteworthy, with twenty-two operations. on 
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children and infants, the youngest being two 
and one-half months. 

Anesthesia can be induced by the rectal ad- 
ministration of avertin in an almost ideal 
manner. The post-operative course is more 
smooth and pleasant than with other general 
anesthesias. Used as a basal anesthetic sup- 
plemented with ethylene, nitrous oxide, ether, 
or procaine locally, avertin introduces to sur- 
gery and its allied branches a better and safer 
era in the field of general anesthesia. 


Notre:—The authors wish to express their apprecia- 
tion for the help and cooperation of Drs. J. Shelton 
Horsley, Austin I. Dodson, Emanuel U. Wallerstein, 
Guy W. Horsley, and Miss Clifford Matthews, R. N. A., 
in the clinical observations of some of the cases in 
this series. 
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DISCUSSION OF PAPERS ON AVERTIN BY DRS. GOLDMAN, 
Drx AND HorsLey, JR. 

Dr. J. SHELTON Horsey, Richmond: One of the 
best features of avertin anesthesia is the absence of 
recollection of a disagreeable experience. If the pa- 
tient can go to sleep in his room, following the in- 
sertion of a little tube in the rectum and with but 
little other anesthetic or sometimes no other anes- 
thetic, and not have the conscious experience of enter- 
ing the operating room, putting on a mask, etc., you 
have won that patient’s eternal gratitude. Too fre- 
quently we overlook the psychic effect. After all, none 
of us lives forever. That is not 2 very original obser- 
vation, but just the same it is true, and most of our 
conscious life as we get older consists of memories of 
past things. And if the memories are of the events 
that are disagreeable, or horrible, to some extent they 
affect our whole after life; and I think this point, 
with people who deal with material, organic pathology, 
as surgeons do, has often been neglected. I am very 
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enthusiastic about this anesthetic under proper limi- 
tations, where carefully administered. 


Dr. HueH H. Trovt, Roanoke: Three observations, 
| think, on avertin are worth presenting. For sev- 
eral years we used ether in the rectum on our thyroid 
work, but were very often not able to fool the patient, 
particularly if the patient was a nurse or doctor; 
they could smell it. With avertin we can get it in 
the rectum without the patient’s knowledge. 


Second. When the Germans first started this work 
with avertin there was a good deal of talk about 
rectal irritation, so when it was brought to th!s coun- 
try we were a little worried about rectal irritation. 
We had two cases in Roanoke, one of them with a 
pretty severe rectal react‘on. Looking around for 
the cause, we found they were thyroid patients, and 
we found it was not due to the avertin at all, but 
due to the fact that we were using Lugol’s solution 
after the operation, which produced a chemical re- 
action in the rectum. So, if you are going to use 
Lugol’s solution after operation, be sure to wash out 
the rectum very carefully. 


In our work with pulmonary tuberculosis. the third 
point is, we vrefer ethylene to avertin. With avertin, 
the patient stays asleep for some hours after opera- 
tion, and if there is any collapse of the lung, either 
from phrenicotomy or thoracoplasty, the patient is 
more apt to aspirate infected material from the bad 
lung into the good lung, if asleep, than if they awaken 
rapidly, as they do after using ethylene. 


Dr. CHARLES S. WHITE, Washington, D. C.: I wish 
to congratulate the essayists on their papers. They 
covered the subject very fully, carefully, and I think 
honestly—which I think is not always true in an 
essay. 

We have had about one thousand cases, with no 
deaths and no cause for alarm. It might be wise to 
stress the dangers, if any, rather than the advantages. 
Avertin was the first anesthetic introduced, I think. 
to make things easy for the patients; most of them 
were introduced with the idea of making things easier 
for the doctors. 

Now, about the bad features, if any. We have had 
no bad consequences. We have tried to observe the 
rule about ulceration of the rectum, etc. We have 
tried it in carcinoma of the liver, and the patient 
got along as well as with any anesthetic, except his 
delirium was longer, which might be expected. Anes- 
thetists do not like it so well, because it takes longer. 
They have to get to the hospital .wenty minutes be- 
fore the operation and stay until it is thoroughly 
over. Nor do nurses like it so well, because they have 
to stand right by the patient. The nurse or anesthetist 
must sit by the patient for an hour and a half. It re- 
quires a full-time anesthetist, and careful attention. 

It is a fine anesthetic if you want to operate on ani- 
mals in experimental work. You have to give about 
four times the dose for a human being. 

We give much less than the Germans have recom- 
mended—150 milligrams; we give 75 to 80. 

For alcoholics it is excellent; they go to sleep 
quietly and wake up quietly. 

All in all, it is a wonderful anesthetic. 


Dr. DEAN B. CoLE, Richmond: I have been very 
favorably impressed with avertin. The first person I 
saw it administered to was a patient of ours on whom 
Dr. Johns did a cardiolysis. Avertin has been used 
on a number of our patients, many of whom had ad- 
vanced tuberculosis, and without exception they have 
gotten along well. As a matter of fact, I have not 
seen any had results from avertin, and all our patients 
to whom it has been given are greatly pleased with 


it. For sericus chest surgery it is certainly prefer- 
able to ether, chloroform, ethylene or spinal anes- 
thesia. 


Dr. JAMES W. REED, Norfolk: I wish to make only 
a few remarks concerning avertin anesthesia from 
my personal experience with it. In the old days I 
was given chloroform; more recently I had ether, and 
still more recently I took gas-ether anesthesia. Within 
the last thirty days I was given avertin anesthesia 
for a right serious major operation, which it took 
two hours to perform. To me it was smoothest of 
all—free from nausea and vomiting, the after effects 
were pleasant, absolutely no disagreeableness to it. 
which is so characteristic of the inhalation method of 
administration. I had thought chloroform one of the 
most pleasing anesthetics to the patient, on the re- 
ceiving “END,” but avertin is in my opinion far 
superior. 

One point I should like to make is this. It has 
been recommended as a routine anesthesia in ob- 
stetrics by each of the essayists whom we have just 
heard. This I wish to condemn, as no drug so potent 
as to induce complete anesthesia (as in my case, I 
understand), in from three to five minutes, should 
be used indiscriminately by the general practitioner, 
without a skilled anesthetist. 


MATERJAL MEDICINE. 

(A Corollary and a Converse of “Medical 
Jazz” by Dr. Roy K. Flannagan, Assistant 
Director of Health for the State of 
Virginia. )* 

By WM. O. BAILEY, M. D., Leesburg, Va. 

It would be presumptuous for me to make 
the assertions which I shall make here today, 
if this were a mere matching of abilities. But 
it is not. The humblest citizen in all the land 
when clad in the armor of a righteous cause, 
is stronger than all the hosts of error. This 
is plagiarism but the gentleman from whom 
I have borrowed these words, were he here, 
would smile upon me with his smile of broad 
benignity when he realized the laudable pur- 
pose to which I have dedicated their use. 

A renaissance is upon us; unconceived, un- 
heralded, undedicated but, nevertheless, here. 
Upon the wings of lightning it has spread 
over the whole length and breadth of the land. 
It has left nothing untouched in its passage. 
It is for us to perpetuate it. 

The practitioner of old who, like some abo- 
riginal animal, scaled the muddy hillsides.on 
his errands of mercy, is gone. No longer shall 
his tired body move in synchronous rhythm 
with the clatter of his weary horse's footsteps 
and the jerky motions of his vehicle. But the 
beauty and the comforting solicitude of his iri- 
descent nature will never fade. Father, guide 
and counsellor, he was the shield and buckler 
of the body politic. His life is an inspiration 


*Read at the sixty-first annual meeting of the Medical Society 
of Virginia, in Norfolk, October 21-23, 1930. 
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and an ever-burning beacon to the new indi- 
vidual who struggles to the threshold which 
he has just vacated. 

This new individual arrives under different 
conditions; he faces different foes; he is beset 
by a variety of complexities: 

(a) Intrinsically, the same imperfections and 
vices common to other men—malice, avarice, 
hatred, jealousy, cupidity, dissimulation, and 
their kindred; and reprehensible nod of dis- 
dain toward or disapprobation of his brother 
practitioner, which is often more spiteful, more 
bitter and more malicious than vehement de- 
nunciation or flaming anathema. 

And imperfections and vices not common 
to other men—the crime of the repeating phy- 
sician, the anguish-producing alarmist, and the 
meretricious narcotic and liquor pad. 

(b) Extrinsically, (1) the dispensors and 
vendors of medicine, (2) the cults—thera- 
peutic and religious, (3) life extension insti- 
tutes, (4) radio medicine, (5) the free clinics 
and hospitals in which he himself serves, (6) 
state and federal governments, (7) the trained 
nurse, and (8) the midwife. 

This newcomer, fresh from the cloister of 
the high grade medical school, credulous, trust- 
ful, charitable; unschooled and unskilled in 
the hypocritical artifices of the so-called ad- 
vance of civilization, must, at the outset, be a 
master of polemics. Disputations, jealousies 
and organized and unfair competition threaten 
him on all sides. But, with these polemics, 
must be commingled all the virtues of a super- 
man. 

But who tells him all this? 
course ! 

Through years of bitterness and surprising 
revelation he must glean these truths for him- 
self. Bewildered, uncertain but ever trustful, 
usually he applies himself to his profession 
with renewed faith and increased vigor, for- 
getting that he has other responsibilities for 
which he may be held liable. 

A physician’s responsibilities do not begin 
and end with the sick bed. They are diverse; 
(a) conjugal, (b) paternal, (c) religious, (d) 
civic and (e) medical, To be a good physi- 
cian the first four must be a prelude. 

But how many realize this and comport 
themselves accordingly ? 

To meet these new and changing conditions 
a critical survey is imperative. First, he must 
know: (a) Where medicine may be practiced, 


No one, of 
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(b) How medicine may be practiced, and (c) 
Its pecuniary aspects (cost of production and 
distribution.) 

(1) The federal government offers its civil 
and military services; the states their public 
health and other civil services. (2) Civil 
practice, special and general in the towns and 
country. (3) Industrial, (4) Insurance, and 
(5) Miscellaneous sources such as ship’s doc- 
tor, in mines, etc., constantly are opening up 
new fields. 

From a pecuniary aspect the physician 
should know of the prospective neighborhood : 
(1) its population, (2) their wealth, aggre- 
gate and per capita, (3) the number of physi- 
cians per population, (4) their average collec- 
tive and individual net income, and (5) the 
cost of production and distribution of his 
product. 

But who tells him this? Again, nobody. 

Is it wrong for a physician, assailed and 
threatened on all sides, to make a critical sur- 
vey of the foes arrayed against him? Is it 
wrong for him to meet these conditions, inimi- 
cal to his interests as husband, father, citizen 
and churchgoer, simply by enforcing the same 
sane business organization which other busi- 
ness men throughout the world have found it 
necessary to apply to their businesses, and the 
churches everywhere to their businesses? 

Is there any ecclesiastical basis for our 
obstinacy ? 

The parable of the sower who went out to 
sow; the laborer who came into the vineyard 
at the eleventh hour and received his penny; 
and the servant who burned his talent of sil- 
ver, throw back their damaging and unequiv- 
ocal refutation. The tranquil mind and the 
serene brow of the Divine Man of Galilee were 
never ruffled more than by inequity. He would 
heartily disapprove of the conduct of our 
medical business. He would be the first to 
throw the money changers of patent medicine 
out of our temples of health. 

Will the heart of man be changed by the 
proposed alteration in our methods? 

Two years ago, while in post-graduate study 
on the Continent, during my spare moments I 
trailed through many of the picture galleries 
of the Old World. I saw numerous master- 
pieces of art, conceived and executed during 
the centuries which had preceded me. Millions 
of people had stood before them, in wrapt 
amazement, awed wonder and grateful appre- 
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ciation, just as I stood. Vice was seldom 
painted and then only to make virtue, in con- 
trast, more luminous and beautiful; nothing 
was painted but those things which raise men 
to a higher spiritual level and inspire good 
in them. 

Could the hearts of the men who conceived 
these masterpieces of virtue, love, and rever- 
ence, and those who padded by in silent adora- 
tion of them be very evil? Will we, because 
we emulate other men in other walks of life, 
dealing with the same public whom we serve, 
become suddenly transmuted into predatory 
human beasts? The history of the centuries 
does not say so. 

The whole question, it seems to me, is not 
what the past has been or what the future 
may be; not whether we are more virtuous 
and less permeated with the sins and imper- 
fections of other men; not whether we are 
honest, idealized and worthy or unworthy of 
the affection and the adulation of an idolatrous 
public, but whether we are right. 

And to be right: 

(1) We must confer with all the dispensors 
and vendors of medicine in this great Com- 
monwealth to minimize the evils of their 
traffic both to the public and the physician. 

(2) We must entertain an attitude of sym- 
pathy and understanding for the ignorance of 
the religious and therapeutic cultist endeavor- 
ing, by a revelation of the truth, to win them 
to us, at least to a point where they do not 
affect adversely the health of the community. 

(3) Similarly, we must control life exten- 
sion institutes, radio medicine, and their kin- 
dred, revealing the truth, battling for the 
right, invoking the law, where there be laws, 
as little as possible. 

(4) We must, in our schools, define a phy- 
sician’s responsibilities and impress the fact 
that these responsibilities are a prelude to, and, 
at least, coequal with, medical responsibili- 
ties. 

(5) We must have a strong central state 
organization, i. e., our efforts, both professional 
and material, must be centrifugal rather than 
centripetal as they now are. Between the 
county and state organizations there must be 
strong intermediary links. 

(6) We must emancipate the five hundred 
odd thousand women and children of medicine 
from our offices and telephones. 

(7) We must realize that, adhering to the 


VIRGINIA MEDICAL MONTHLY 


23 


old traditions, we have a perfect right to ac- 
crue in accordance with our worth. 

(8) We must impress upon the communities 
in which we live that charity cases are the 
responsibility of the community and its tax- 
payers and not of the medical profession. 

(9) We must make a critical analysis as to 
Where, How, and What pecuniary aspects has 
the practice of medicine and place this squarely 
upon the shoulders to which it belongs—the 
medical school. 

(10) We must definitely control the supply 
and distribution of physicians insofar as they 
can be controlled by sensible advice and judi- 
cious cooperation. 

(11) We must have a fee table for the state 
and no physician shall be discriminated 
against because he happens to settle in the 
country. 

(12) We must use the press freely in tell- 
ing the people the truth about themselves but 
only by organized authority. 

(13) We must support the Director of 
Health in his efforts to stamp out contagious 
and infectious diseases and support him in his 
other laudable efforts. 

The Great Commoner, in one of his most 
celebrated and illuminating addresses, spoke 
these words: 

“Muelbach relates an incident in the life of 
the great military hero of France. At Mer- 
engo, the Man of Destiny, sad and disheart- 
ened, thought the battle lost. He called to a 
drummer boy and ordered him to beat a re- 
treat. 

“The lad replied: ‘Sire! Desaix never 
taught me to beat a retreat. But I can beat 
a charge. Oh! I can beat a charge that will 
make the dead fall into line. I beat that 
charge at the Bridge of Lodi; I beat it at the 
Pyramids; I beat it at Mount Tabor: Oh! 
may I beat it here!’ 

“The charge was ordered, the battle won, 
and Merengo was added to the victories of 
Napoleon ” 

If only the County of Loudoun could be our 
Merengo! If only I could be the humble drum- 
mer boy who beats the charge which makes 
the slumbering, though not the dead fall into 
line! If only this distinguished and perspicu- 
ous society could be our gallant leader who, 
in the face of an enemy, no matter how proud 
and hew defiant, will never waver. 
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DISCUSSION 

Dr. J. ALLISON HopGEs, Richmond: Mr. President, 
I shall say just o6ne word, because I know the exi- 
gency of the hour. That is this: Dr. Bailey, from 
the country, a country physician, has sounded a 
word to us all that certainly should bear fruit. It 
seems to me that we now have made arrangements 
and are growing.in our capacity of organized medi- 
cine to take care of every man in the State of Vir- 
ginia; and I believe that this society simply wants 
to know how it can be of help, wants to be able to 
be of help, and it will render that service. 


MULTIPLE PRIMARY CARCINOMA: 
REPORT OF FOUR CASES. 


By CARRINGTON WILLIAMS, M. D., F. A. C. S., Richmond, Va. 
McGuire Clinic. 


The occurrence of more than one primary 
carcinoma in one individual is of sufficient 
rarity to justify recording such cases. 

Billroth’s postulates for the diagnosis of 
multiple carcinoma (quoting Fichbaum') are: 

1. Both carcinomas have a different anatomi- 
cal structure. 

2. Both carcinomas can be traced histogeni- 
cally from the epithelium of the parent tissue. 

3. Both carcinomas have their own metasta- 
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it is oftentimes impossible to trace the point 
of departure of a tumor in an advanced stage 
of its growth; and finally, the third postulate 
can be complied with only when each respec- 
tive tumor gives metastases of its own.” These 
objections are in many cases perfectly justi"ed, 
as in the case of Kuster (quoted by Mandry’* 
that of a woman who had carcinoma of each 
breast with an interval of one year and each 
carcinoma was of different type. 

On the other hand Herly* reported, as an ex- 
ample of multiple primary carcinomas, a man 
who had an epithelioma of the penis and later 
two epitheliomas of the tongue. The epithe- 
liomas of the tongue were of the same type 
and occurred simultaneously and should more 
properly have been considered as the same 
growth in spite of the fact that they were 
separated by apparently normal tissue. Others 
have reported carcinomas of the cervix and 
body of the uterus; carcinomas of the pylorus 
and cardia of the stomach; multiple carcinomas 
of the skin of the face. Where the growths 
are so closely associated anatomically and in 


Fig. 1—Case 1. a (on left). Epidermoid carci of the t 


The first postulate has been criticized as un- 
fair by a number of authors including Eich- 
baum! although his cases conform to them. 
The same is true of Fried? who recently re- 
ported two cases. He says, “These require- 
ments can rarely be fulfilled. In the first place, 
two tumors originating in the same system 
of tissue, as in different parts of the intestines, 
may not vary in structure; in the second place, 


b (on right). Adenocarcinoma of the stomach. 


time of occurrence, it would seem that they 
should be considered as one, even though his- 
tologically they may differ. 


The four cases which have been observed in 
the McQuire Clinic are as follows: 

Case 1. Male, age sixty-nine, epithelioma of 
the tongue with metastasis to glands of the 
neck; adenocarcinoma of the stomach. 
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Mr. W. L. B. entered St. Luke’s Hospital 
on July 23, 1919, on account of an ulcerated 
crowth on the under surface of the tongue, of 
several months’ duration. The growth was 
excised with cautery and the pathological 
diagnosis was epidermoid carcinoma. (Figure 
j-a). The description of the specimen was: 
~The tissue is from an ulcer on the under sur- 
face of the tongue and floor of the mouth in 
the midline. Microscopic examination shows 
a very active squamous cell epithelioma. ihe 
cells are vegetative, hyperchromatic and show 
a low-grade of differentiation.” 

The wound healed and he felt well for two 
months when he noted fullness in the stomach 
after eating. He ate very little on account of 
this distress and began to lose weight. There 
was no epigastric pain, no nausea nor vomit- 
ing, and no blood in the stool. Physical ex- 
amination revealed a small, movable mass in 
the epigastrium and X-ray examination con- 
firmed the diagnosis of carcinoma of the 
stomach. He entered the hospital October 12, 
1919, and at operation the pyloric portion of 
the stomach containing the tumor was resected 
and the defect repaired by the anterior Polya 
method. The pathological diagnosis on the 
tumor was adenocarcinoma of the stomach 
(Fig. 1-b) and the description of the micro- 
scopic section was: portion of the 
stomach with a growth in the region of the 
pylorus. The growth is invasive and shows 
nodular extensions in the wall of the stomach. 
Microscopic examination shows a typical pat- 
tern of an adenocarcinoma in the submucosa, 
but in the deeper structures this arrangement 
is somewhat lost and the cells string out in 
long columns following in their growth the 
lines of least resistance between the muscle 
and connective tissue fibres. The neoplastic 
cells are very active and hyperchromatic.” 

Following this operation he gained weight 
and felt well for six months, He then noted 
a stiffness of the neck and soon found a small 
nodule in the anterior triangle on right side 
of neck. This nodule gradually increased in 
size until he entered the hospital again on 
April 13, 1920. The gland was described as 
about a half inch in diameter located opposite 
the larynx in the anterior triangle on right 
side of neck. It was fixed in position. There 
were a number of small soft glands in the 
posterior triangle of the neck and on the op- 
posite side. The site of the epithelioma of 
the tongue had healed and there was no evi- 


dence of recurrence. His abdomen was soft 
and the function of the stomach excellent. At 
operation the hard gland was removed and 
radium needles inserted. The pathological 
diagnosis was epidermoid carcinoma. 

He then remained well for several months 
only to return to the hospital on September 25, 
1920, with a recurrence in the glands on the 
right side of the neck. The growth was 
necrotic and friable, it was partially removed 
and radium again inserted. The growth in 
the neck continued and he died from this in 
a few months. 


Case 2. Female, age forty-nine, adenocar- 
cinoma of the breast; adenocarcinoma of the 
ovary. 

Mrs. 8S. S. W. first entered St. Luke’s Hos- 
pital in 1923 when both tubes, the left ovary 
and the uterus were removed on account of 
pelvic inflammatory disease. She entered the 
hospital again May 7, 1925, complaining of 
lump in the right breast. Her age at this time 
was forty-nine years. She had had a small 
nodule in the right breast for fifteen years, said 
to be an “obstructed milk duct” and no change 
had been noted in this nodule. Three months 
before this she .first observed a small mass in 
the right axilla which had grown in size. Very 
recently several other small masses had ap- 
peared in the axilla. Radical amputation of 
the breast and axillary contents was done on 
May 8, 1925. The pathological diagnosis was 
adenocarcinoma of the breast with metastasis 
in the axillary lymph nodes. (Figure 2-a.) 
The description of the specimen was: “Large 
breast, with axillary tissue and _ pectoral 
muscles, that shows a tumor 3x2x2 cms. The 
growth is hard, cartilaginous, translucent, non- 
encapsulated. There are numerous metastatic 
nodules in the axilla, some as large as a robin’s 
egg, or larger. The breast tissue surrounding 
the growth is probably more fibrous than the 
breast structure elsewhere. Microscopic ex- 
amination shows a typical adenocarcinomatous 
pattern, The tumor cells are particularly ac- 
tive and vegetative in character. The cells are 
invasive and the lymphatic ducts are filled with 
plugs of very malignant neoplastic cells. The 
connective tissue is very cellular. There is 
considerable round cell infiltration about the 
groups of neoplastic cells. The metastatic 
glands are more cellular than the original 
growth and the adenomatous pattern cannot be 
made out. There is a diffuse mastitis in the 
breast tissue surrounding the growth.” 
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She returned to the hospital July 6, 1926, on 
account of a tumor in the lower abdomen. 
There had been no evidence of recurrence of 
the breast cancer. Pelvic examination indi- 
cated that the tumor was a cyst of the ovary 
and she was operated upon July 7, 1926. A 
cystic mass arising from the remaining ovary 
was found densely adherent in the pelvis. This 
tumor was removed and reported by the 
pathologist to be adenocarcinoma of the ovary. 
(Figure 2-b.) The description of this tumor 
was: “The ovary is large and cystic measur- 
ing 9x6x6 cms. It is somewhat irregular and 
nodular in outline. The ovary is composed of 


Fig. 2.—Case 2. a (on left). 


one large pseudomucinous cyst with numerous 


smaller cysts. The partitions between the 
cysts are very thick and myxomatous in 
character. Microscopic examination shows a 
typical pattern of an adenocarcinoma, The 
cells are hyperchromatic and are very large. 
There is a decided tendency for the cells to be 
invasive and numerous cell nests are to be seen 
in the stroma. The stroma is hyperplastic. 
The contents of the cysts consist of degenerat- 
ing cells, a little blood and a pseudomucinous 
material.” 

For about three years after this the patient 
remained well. Recently she has had pain in 
the lower abdomen and irritation of the blad- 


Adenocarcinoma of the breast. 


[April, 


der. She entered the hospital again June 16, 
1930. Pelvic examination now reveals a hard, 
fixed, tender mass in the pelvis which is doubt- 
less a recurrence of the ovarian tumor. 


Case 3. Female, age forty-seven, comedo. 
carcinoma of the breast ; adenocarcinoma of the 
rectum. 

Mrs. I. G. B. entered St. Luke’s Hospital 
November 12, 1929, complaining of lump in 
right breast which had been noticed first about 
six months previously. 

Radical amputation of the breast and axil- 
lary contents was done and the pathological 


’b (on right). Adenocarcinoma of the ovary. 


diagnosis was comedo-carcinoma of the breast. 
(Figure 3-a.) The description was as follows: 
“Large breast, with axillary tissue and pectoral 
muscles, that shows a tumor in its upper and 
outer quadrant measuring 3x3x3 cms. The 
tumor is hard, cartilaginous, non-encapsulated. 
Numerous comedones appear on the cut sur- 
face of the growth when growth is pressed. 
The tissue surrounding the growth is fibrous 
and compressed by the expanding growth. 
There is no axillary invasion. Microscopic ex- 
amination shows the ducts of the growth to be 
widely dilated and lined by large epithelial 
cells and filled with necrotic material. The 
tumor cells are invasive and some of the small 
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lymphatic ducts are filled with plugs of neo- 
ylastic cells. The connective tissue is very 
cellular.” 

She returned May 15, 1930, complaining of 
bleeding from the rectum first noticed two 
weeks before. Proctoscopic examination re- 
vealed an elevated ulcerated mass on the pos- 
terior wall of the rectum at the junction with 
the sigmoid. X-ray examination after a 
barium enema confirmed this examination. 


She entered Memorial Hospital where a two 
stage resection of the rectum and lower sig- 
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atypical glandular groups of anaplastic colum- 
nar epithelium, is found in margin and base 
of ulcer. Necrosis and inflammatory infiltra- 
tion are marked in fascia of mid-portion, in 
ulcer zone. Neoplastic infiltration is not seen 
in fascia or muscle free from lymph glands. 
Metastasis is observed in one lymph gland in 
ulcer zone, but not elsewhere.” 


Case 4. Female, age twenty-nine, comedo- 
carcinoma of the breast; medullary carcinoma 
of the ovary. 

Mrs. T. G. entered St. Luke’s Hospital on 


moid was done, leaving a permanent colostomy. 
Pathological diagnosis on this tumor was ade- 
nocarcinoma of the rectum. (Figure 3-b.) The 
description of the mass was as follows: “Anus 
and rectum 16 cm. long received, opened longi- 
tudinally revealing an ulcer 4 cm. in diameter 
having indurated, elevated, and rounded mar- 
gin, and an indurated base covered by a soft 
gray necrotic material. The ulcer has a depth 
of 8 mm. Lymph glands and attached fascia 
and muscle are partly hemorrhagic but other- 
wise present nothing of note. The plane of 
excision at proximal extremity is somewhat 
macerated; an adjacent artery is filled with 
coagulated blood. Microscopic examination 
shows that profuse infiltration of submucosal 
and muscular strata, extending into serosa, of 


Fig. 3.—Case 3. a (on left). Comedo-carcinoma of the breast. 


b (on right). Adenocarcinoma of the rectum. 


October 21, 1926, complaining of a lump in 
the right breast which had been present for 
about six months. Radical amputation of the 
breast and axillary contents was done. The 
pathological diagnosis was comedo-carcinoma 
of the breast with metastasis to the axillary 
lymph nodes. (Figure 4-a.) The description 
of the specimen was as follows: “Right breast: 
there is a growth in the upper and outer 
quadrant of the breast measuring 2x2x1 cms. 
The growth is non-encapsulated, hard and 
grey in color. On pressure caseous plugs 
(comedones) appear on the cut surface. There 
are a few shot-like glands in the axilla. 
Microscopic examination shows the growth to 
originate from the ducts rather than from the 
acini. The ducts are large, dilated, and lined 
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by several layers of active, hyperchromatic 
cells. In the center of the ducts is a necrotic 
material. The cells have broken through the 
basement membrane and plugs of them are to 
be seen in the neighboring lymphatic ducts. 
There are numerous tumor-cell implantations 
in the axillary glands.” 

The patient was admitted to the hospital 
again June 17, 1929, complaining of excessive 
menstruation and examination revealed a large 
ovarian cyst on the right side. At operation 
this cyst was removed and the left ovary was 


[ April, 


breast carcinoma, and died in April, 1930. 
Post-mortem examination was not done. 


CoMMENT 

These cases are presented each having two 
primary carcinomas widely separated anatom- 
ically. There is no suggestion in any case that 
there could have been any immunity conferred 
by any of the growths. The first case, tongue 
and stomach, and the second and fourth cases, 
breast and ovary, suggest some systemic 
physiologic influence; but the third case, breast 
and rectum, has no such relationship. It is 


Fig. 4.—Case 4. a (on left). 


found to have a solid tumor and was also re- 
moved. The pathological report on the large 
ovary was benign cyst, while on the small 
tumor it was medullary carcinoma. (Figure 
4-b.) The description of the specimen was as 
follows: “The ovary is small: it measures 
3x3x2 cms. The capsule is thick, scared and 
fibrous. On cut surface a few very small cysts 
are seen. The bulk of the ovary is solid, firm, 
and yellow-grey in color. The yellow, how- 
ever, is of a different tint from the yellow 
seen in corpus luteum bodies. Microscopic 
examination of the ovary shows a very cellu- 
lar tissue. The cells are small, spheroidal and 
granular, and are separated into groups by a 
mucinous stroma. The tumor cells throughout 
are hyperchromatic and there are to be seen 
numerous mitotic figures.” 

This patient did well for a few months after 
leaving the hospital. She then developed 
metastases in the liver, apparently from the 


Comedo-carcinoma of the breast. 


b (on right). Medullary carcinoma of the ovary. 


interesting that the breast tumor in the second 
case was noted fifteen years before there was 
any suggestion of malignancy, and the ovary 
which was the seat of a malignant growth was 
left as a normal ovary when hysterectomy was 
done three years before. If the apparently in- 
nocent breast tumor had been removed some 
years ago and the ovary had been taken with 
the uterus, she might have remained well. 

The appearance of the second tumor in the 
first three cases was that of an advanced 
growth although the interval between opera- 
tions was three months, one year, and seven 
months, respectively. It is very likely that 
both malignant growths were present in each 
case at the time of the first operation. In the 
fourth case, however, the operations were sepa- 
rated by three years and the ovarian tumor 
was without doubt an early one. 

It is easy to understand that a patient con- 
fronted with a malignant growth in one part. 
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of the body would give a history so centered 
on this part that other ailments would be for- 
gotten. It is also easy for the surgeon who 
(inds a malignant growth to minimize com- 
plaints from other parts. The possibility of 
two malignant growths widely separated anat- 
omically should be sufficient to put the exami- 
ner on guard lest an important lesion be over- 
looked in the general examination. 
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WHITHER ARE WE DRIFTING AS A 
PROFESSION? SOME FACTS WORTHY 
OF OUR CONSIDERATION AS LOYAL 
PHYSICIANS.* 

By BIT1LE ©. KEISTER, A. M., M. D., Washington, D. C. 

A distinguished statesman once remarked 
before a great audience, “Two things grow 
better with age, namely: ‘Wine and Judges.’” 
Can we not apply this analogy to our great 
old Science of Medicine? Are we as a great 
profession keeping up the high standard set 
by our fore-fathers and making the necessary 
progress to meet the demands of the twentieth 
century requirements? Or, are we drifting 
into the by-ways, new specialties of get-rich- 
quick, advertising schemes, thus compromising 
our professional calling with the trades-unions, 
industrial insurance companies, the pseudo- 
sciences, such as the eclectic, chiropractic, osteo- 
pathic, faith-healers, etc.? It is a well-known 
fact that these so-called sciences are rapidly 
filling our country and spreading their false 
doctrine into every community, like the “Com- 
munists of Russia,” sowing seeds of supersti- 
tion and ignorance among all classes with 
whom they come in contact. 

Strange as it may seem, some of our State 
medical examining boards are being made vic- 
tims to some of these pseudo-sciences, and are 
tolerating them in the regular formal examina- 
tions of candidates who belong to the regular 
medical profession. When we consider this 
state of affairs in our profession, it seems to 
the writer that the regular medical profession 
should call a halt on these mixed Boards and 
require them either to get down and out or 


*Read by title at the sixty-first annual meeting the Medical 
Society of Virginia, in Norfolk, October 21-23, 1930. 
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turn the whole business over to these pseudo- 
science associates and their political backers. 
If I understand the true meaning of the “Copr” 
of Professional Ethics, as adopted by the 
American Medical Association, these boards of 
medical examiners, who admit and sit with 
these pseudo-science examiners on their regu- 
lar boards, are deliberately and flagrantly vio- 
lating the real and outstanding principles of 
the Code of Professional Ethics, and should 
be held accountable and debarred from consul- 
tation with the regular profession. 

I am acquainted with two medical examining 
boards, one of which is in Minnesota, and the 
other one in Florida. Both of these Boards 
are the so-called mixed boards. I may say 
these two boards are composed of eclectics, 
homeopaths, chiropractics, osteopaths, with an 
equal number of what the board designates as 
allopaths. This last name has become obsolete, 
and is not used by educated people except for 
deception and derogatory purposes. In view 
of the antagonistic feeling that has existed for 
half a century between the regular medical 
profession and the four or five psuedo-sciences, 
it is but natural when a regular M. D. is ex- 
amined by one of these pseudo-scientific fol- 
lowers, he will not receive justice in his grades. 
Strange as it may seem, we have a spirit of 
commercialism in our regular medical profes- 
sion of this twentieth century that is displayed 
along many angles, but this spirit is not shown 
quite so bombastically as those previously men- 
tioned, as pseudo-sciences. We have a few 
educated M. D.’s who for the sake of the mone- 
tary feature, coupled with other conditions 
best known to themselves, have in a measure 
abandoned the regular medical profession and 
aligned themselves with the pseudo-science fol- 
lowers but retain their degree of M. D., which 
gives them more prestige in their communi- 
ties and enables them to pass the various ex- 
amining boards, having been previously taught 
and drilled in the real essentials of medicine 
and surgery while taking their regular medi- 
cal course at a regular medical college. 

This drifting tendency on the part of the 
medical profession is beginning to assume 
noticeable proportions, and should be taken 
up and carefully handled by our educators 
and committees in their respective conferences 
on Medical Education and Medical Ethics un- 
der the auspices of The American Medical As- 
sociation. 

There seems to be a state of discontent, not 
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only in the medical profession, but this sad 
state of uncertainty exists in all of the pro- 
fessions. It may be accounted for, to a great 
extent, as a natural sequence of the World 
War, but is observed more distinctly in the 
medical profession than any of the other 
learned professions. Why should this be true 
in this enlightened age of the twentieth cen- 
tury? In answering this preponderous ques- 
tion, in the writer’s judgment, some of the in- 
direct causes have already been intimated in 
the foregoing comments on mixed examining 
boards and the various psuedo-sciences that 
have taken on new life since the World War 
and are asserting their bombastic propagan- 
dism before the uneducated credulous pop- 
ulace. Then too, while all of this seeming 
conspiracy to undermine our regular medi- 
cal profession is going on, the populace are 
taking notice of our culpability in sitting by 
and taking no steps to correct this unfortu- 
nate state of things; knowing, too, that as con- 
servators of the health of the Nation, we should 
at least show some interest in the education 
and better enlightenment of the public. 

In view of the fact that 33,000 trained, edu- 
cated physicians and surgeons volunteered 
their services toward winning the war and 
shared the hardships of the regular dough- 
boys, we feel that we have a just right in 
shaping the sentiment and informing the world 
from an advisory point of view in matters per- 
taining to the health and general welfare of 
the Nation. We should also exercise our right 
in protecting our community from the so- 
called pseudo-science fakirs, advising our 
municipal officials, our representatives in our 
State Legislatures, and our Congressmen, from 
an educational and scientific point of view, of- 
fering them such data as will convince them 
without prejudice, Shall we continue to cast 
our vote for men to represent our country in 
legislative halls, who are too ignorant from a 
health standpoint or too politic from a pecun- 
iary point of view to do their duty from a 
sense of right and shield their constituents 
from becoming a prey to this class of so-called 
healers, by exempting them from examination 
on the most vital subjects pertaining to health? 
Is it not a disgrace for any State to place such 
a blot upon her legislative record ? 

As intimated in the outset of this paper, are 
we holding up the standard of our great 
science in meeting the demands of the twen- 
tieth century requirements? We are con- 
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fronted by many new and strange diseases as 
a sequel of the great World War, caused by 
the intermingling of the foreign nations of 
European countries, and contracting such dis- 
eases as typhus fever, impetigo, trench fever, 
etc. These new diseases require special treat- 
ment. Then we have many other new diseases 
caused by the new modes of travel by auto- 
mobile and airship, which have caused more 
heart disease than any other known cause. It 
is claimed by good authority that organic heart 
disease has increased over 40 per cent during 
the past ten year, due largely to the auto- 
mobile and airplane. In view of these facts, 
the demand for skillful medical men who can 
diagnose and treat these new serious Gieranes 
is growing with each decade. 

W e also have a class of malingerers who are 
seeking war pensions for supposed i injuries re- 
ceived during the great war; many of these 
did not cross the waters nor smell powder or 
gas, yet they claim pensions for “shell-shock” 
and diseases contracted before and after the 
war. Some of these malingerers are of foreign 
birth, possibly deserters, and should be court- 
martialed for disloyalty to their countries. I 
know whereof I speak, having been called upon 
to examine a large number of ex-soldiers by 
the clean-up squad of the Red Cross officials, 
and it always afforded me pleasure to lend my 
skill and assistance to a worthy doughboy. In 
some of the claimants, it required both skill 
and tact to be able to separate the wheat from 
the chaff. Some of the malingerers seemed to 
be victims of “pension neurosis,” yet claimed 
to be shell-shocked, which, in my judgment, is 
nothing more or less than a modified form of 
hysteria or “war-fright.”. If any of these 
pseudo-science healers had ever possessed any 
merit in their so-called science, no doubt what- 
ever but they would have been enrolled with 
the regular profession, at least as helpers in 
the great war! But alas! they were not needed 
in the great struggle for victory ! 


We are all familiar with the founder of 
osteopathy, Dr. A. T. Still, of Kirksville, Mo., 
where the parent school of this pseudo-science 
was planted in the year 1894. On careful ex- 
amination and investigation by the Governor 
of Kentucky, for the express purpose of ascer- 
taining the true character of this and other 
like schools prior to allowing their graduates © 
to practice in that State, it was ascertained 
from this investigation committee that not one 
of these schools was equipped for teaching the 
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first principles of a medical education. This 
Kirksville school, known as the American 
school of Osteopathy, is owned and controlled 
by the A. T. Still family, and is strictly a 
money-making scheme for the A. T. Still 
family. This school is the parent of half a 
dozen others of less repute, located in various 
sections of the United States, sending out every 
year hundreds of their unbaked D. O.’s to prac- 
tice their so-called “manipulation” science on 
frail, weak humanity. 

We may add that the so-called psuedo- 
science of chiropractic is based on about the 
same dogmatic principles as that of osteo- 
pathy, differing only in phraseology and the 
use of certain terms by which the D. O.’s dis- 
tinguish themselves from their allied competi- 
tors, the D. C.’s, the former basing their theory 
on certain forms of manipulation, while the 
latter use the term “adjustment.” The founder 
of chiropractic is one B. J. Palmer, and is at 
the head of the parent school, located at 
Davenport, Iowa. This school is regarded as 
the mother school of a large number of other 
similar schools located in various sections of 
the United States, and, like the osteopathic 
schools, sends forth its graduates, or half- 
baked pupils, into all parts of the world, sow- 
ing seeds of ignorance, superstition, and fanat- 
icism, reaping as easy prey the credulous 
weaklings, the maimed and halt, the deaf and 
dumb, in fact, all comers regardless of race 
or conditions. And since the World War, it 
seems that these pseudo-sciences have taken on 
new life and are swarming the whole coun- 
try, especially the Southland where the cli- 
matic conditions seem more favorable to their 
zealous propagandism. 

I am reliably informed that the Legisla- 
ture of New Jersey has passed an act requir- 
ing all drugless healers and other pseudo- 
sciences, cults, etc., to pass the regular exami- 
nations before the State board before allowing 
them to do any kind of manipulating practice. 
Following this legislative action, these drug- 
less healers at once sought other fields, large 
numbers of whom invaded the Southland. 
Quite a number have located in Virginia, 
Georgia, and North Carolina, and other states 
including Ohio and Kentucky. British Colum- 
bia and the District of Columbia are contem- 
plating the solution of this vexed problem in 
the same way that New Jersey has done, but 
some of these sections are adding further re- 
strictions, requiring all applicants to be full 
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graduates of a first-class Medical College in 
addition to their own special knowledge and 
experience. This, in the writer’s judgment, 
seems to be the real, logical solution of this 
great Amefican fraud question, and should be 
inaugurated in every State in the Union, even 
at the sacrifice of money and time on the part 
of every true, legalized physician in the United 
States. The Federal Government expects the 
regular medical profession to continue to be 
the guardians of the public health, and, as 
such, will stand at the back of the profession, 
provided we will take the initiative movement 
in the fight, as did the Medical Council of 
British Columbia. Let’s make the grand Old 
Mother of States start the ball rolling by tak- 
ing a little more interest in our State politics, 
electing competent representatives to our State 
Legislature and Federal Congress, men whom 
we know to be of the right kind of material, 
and, at the same time, feel the importance of 
protecting our civilization as well as the dig- 
nity of the regular medical profession from the 
disgrace and humiliating influence on our 
present and future generations, When we con- 
sider the bold fact of these cults and pseudo- 
sciences keeping the lobbies of our legislative 
halls filled with their paid advocates, and keep- 
ing on hand a large fund for no other pur- 
pose than that of remunerating our weak-kneed 
legislators who may be interested in their 
schemes, either financially or otherwise, should 
we not send a select delegation of our best 
men to Washington and Richmond, to keep 
guard over the new medical acts that are con- 
stantly coming up before the State Legisla- 
ture and United States Senate, and meet the 
opposition in the start, in both the State and 
Federal Government? I know whereof I speak, 
having observed the trickery of these pseudo- 
sciences in Washington about the lobbies, when 
they were trying to influence some of the sena- 
tors and representatives in their favor, trying 
to get separate Boards, so that they could pass 
the regular Medical Board on their Board Cer- 
tificates. It is a known fact that these so- 
called healers and backers have a bunch of the 
shrewdest lawyers located at certain points in 
the various States, especially at the various 
seats of State Government, where they can en- 
act laws to suit their special purpose. To meet 
all the costs of their propaganda, each gradu- 
ate of these respective schools is assessed so 
much on his graduation for the expense of the 
Board examination and to pay all expenses for 
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lawyer’s fees and for witnesses in securing a 
board certificate. This rule applies especially 
to the schools that grant certificates of the 
D. O.’s and the D. C.’s. It is interesting to note 
the diversity of the various schools-of healing 
human ills without the use of medicine or 
surgery, appearing, however, only for a short 
season and disappearing into oblivion, “like 
the morning mist on the approach of the noon- 
day sun.” We have the metaphysical healers, 
Divine healers, prayer healers, magicians, 
theosophy, telepathy, new thought, auto-suz- 
gestion, hypnotism, etc., all claiming to pos- 
sess miraculous gifts or the secret of occult 
science, a kind of mythical knowledge known 
only to the few advocates or adherents. 


“Deep truths to others unrevealed, 
Mysterics from mankind concealed.” 


In many instances these professors and fol- 
lowers are enthusiastic, self-deceived vision- 
aries, while in a great majority of cases they 
are downright frauds, practicing wholly upon 
the credulity and ignorance of the patients for 
revenue only. We are all acquainted with that 
celebrated mystic of the eighteenth century, 
“Anton Mesmer,” who.claimed to possess in 
himself an occult force derived from the stars 
which he exerted upon his patients by stroking 
their bodies with magnets. He, in after years, 
discarded his theory of “Siderial magnetism,” 
and in the city of Paris practiced upon his 
patients with manipulation, aided by dimly- 
lighted rooms and soft music. It is a fact of 
history that Mr. Mesmer benefited many hys- 
terical women and nervous men whom he 
treated by what he termed “animal magne- 
tism.” Upon investigation by a committee of 
well-known physicians, appointed by the 
French Government for the purpose of ex- 
amining and ascertaining the real facts about 
this man of mystery, it was quickly discovered 
that his theory of “Mesmerism™ was a down- 
right system of charlantry and jugglery, and 
that Dr. (¢) Mesmer himself was an empiric 
and impostor of the worst type, and accord- 
ingly was driven from France. 

From the time of “Hierophant of the Egyp- 
tian Temples” down to the present, various 
sects and cults of pretended cures and healers 
of human diseases without the aid of medicines 
have appeared under many and various names, 


all claiming to possess the power through some | 


mysterious magnetic agency of their own. 
They operate entirely outside of the jurisdic- 
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tion of medical science, and in a large measure 
rest their claims for success upon the credulity 
and imagination of their deluded victims. In 
all such instances, however, experience and in- 
vestigation have clearly shown that these are 
nothing short of “mystagogs,” frauds, and im- 
postors of the worst type. 

Our country is today filled with fakirs of all 
kinds, some of whom date their origin back to 
the fall of Rome when civilization was in its 
most chaotic state, while many others, strange 
to say, belong to our much boasted twentieth 
century civilization. 

We are today facing an evil, a curse that is 
about as great a menace, if not more far-reach- 
ing in its deleterious effects on human health 
than any of those mentioned above. I refer 
to that “gigantic patent nostrum evil.” The 
promoters of this curse are of our own woof 
and blood, and are knowingly deceiving their 
credulous friends and neighbors wholly for the 
sake of filling their coffers at the expense of 
the health and life of their fellowmen. They 
have strewed over the country in every village 
or cross-road store, as well as in our town and 
city drug stores, thousands of so-called cure- 
alls in the shape of cough and consumption 
remedies, some of which contain opium and 
other habit-forming drugs, but under dis- 
guised names. Hostetter’s Bitters, for  in- 
stance, contains 44 per cent alcohol; Peruna 
28 per cent; Lydia Pinkham’s Compound, 
Ayers’ Sarsaparilla, Swamp Root, Wine of 
Cardui, Vinol, and a host of others, including 
Tanlac, ete., that contain from 5 per cent to 
35 per cent alcohol, are today making drunk- 
ards of both sexes of the human race in this 
and other civilized countries that permit their 
sale. According to the report issued by the 
President of the American Proprietary Medi- 
cine Association, the sum of one hundred and 
eighty-one million dollars was expended last 
year for nostrums. 

In concluding this paper, the writer would 
suggest that a committee of three interested 
physicians be appointed to communicate with 
some first-class attorney or member of the 
House of Representatives to look after the in- 
terests of the regular Medical Profession, es- 
pecially at the time these pseudo-science peo- 
ple are likely to present their claims before 
the Senate or House of Representatives. I 
would suggest the Hon. Mr. Owen, of Okla- 
homa, to champion the cause of our profes- 
sion. 
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For ages the Health Officers of Virginia 
have been waging a war against typhoid fever, 
tuberculosis, diphtheria, smallpox, malaria, 
pneumonia, and influenza, all of which result 
from virulent germs of protozoa, but today 
the medical profession is turning its attention 
largely to the evil span of mankind, which is 
expressed and magnified by the mental and 
physical wrecks found in our hospitals, prisons, 
reformatories, and insane asylums as morphine 
and alcoholic addicts, and constitute a sad pic- 
ture of the results of the great World War. 
Statistics show that over 2,500,000 feeble- 
minded babies are born in the United States 
annually, caused largely by habit-forming 
drugs and narcotic drinks handled by druz 
stores and soft-drink soda fountains. 


Drugless Healers, secrct nostrums and fair promises 

Delude the mind of thousand of the sick poor, 

Yet how strange to think, in this nefarious trade, 

That sensible men and women are dupes by fakirs 
made! 

That creatures Nature meant to clean the streets 

Have purchased lands, mansions, parks and seats; 

No class escapes them, from the poor man’s pay, 

The Fakir and the nostrum trade take no small part 
away! 

So, Down! with Chiros, Osteos, Drugless Healers and 
Shyster schemes! 

They prey upon human credulity, and then steal their 
means. 


3461 Fourteenth Street, Northwest. 


TUBERCULOSIS OF THE HIP.* 
By DONALD M. FAULKNER, M. D., Richmond, Va. 

Tuberculosis more often affects the hip than 
any other single joint. Also it is more seri- 
ous than tuberculosis of any other bone or 
joint, with the possible exception of the spine. 
Not only does it cause a high degree of dis- 
ability, deformity, and permanent crippling, 
but it has also a definite and high mortality. 
Reports from most of the large clinics give a 
mortality of 15 to 20 per cent in tuberculosis 
of the hip—most of the deaths being from tu- 
berculosis in some part of the body. 

With so high a mortality we must exercise 
great care in the treatment of this condition 
and, first of all, in its diagnosis. The diag- 
nosis of tuberculosis of the hip is a difficult 
matter. In a series of 208 cases, treated as 
tuberculosis of the hip at one of the leading 
orthopedic centers of the world and followed 
for fifteen years in each instance, it was found 
that in forty-six cases the diagnosis of tuber- 


*From the Medical College of Virginia and the Crippled Chil- 
dren’s Hospital. 

Read, with lantern — before the Rich 
Medicine, November 25, 
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culosis was wrong. Here were forty-six chil- 
dren, deprived of normal life, taken away from 
schools, from association with healthy children, 
taken from their homes and kept in a hos- 
pital—in other words, deprived of all the hap- 
piness and activity that is in the life of the 
normal «hild and treated for a serious dis- 
ease which they did not have. 

How is the diagnosis of tuberculosis of the 
hip often made? <A child develops a limp, 
usually complains of more or less pain in the 
hip or sometimes in the knee, seems to tire 
easily, and may have a low grade fever, often 
of the afternoon type. On physical examina- 
tion, one finds some stiffness of the hip, a 
limitation of motion of the joint, spasm of the 
muscles about the hip, and possibly some slight 
deformity—most often slight flexion of the 
thigh on the pelvis. At once, the mind jumps 
to a premature conclusion: “This is tubercu- 
losis of the hip!” Perhaps it is, but one 
should maintain an open mind. Any one of 
a number of conditions about the hip joint 
will show these same signs and symptoms. 
Any form of arthritis, epiphysitis, a low grade 
osteomyelitis, Legg-Perthes’ disease, an epi- 
physeal injury, not uncommon in an active, 
growing child, even a sprain of the hip may 

cause the same complaint and similar findings. 

A positive tuberculin test, in a child under six 
years of age, may aid in the diagnosis, but 
tuberculosis elsewhere may be responsible for 
this. An X-ray examination of the hip is 
made and is usually negative. Certainly, on 
these findings we cannot make the diagnosis 
of tuberculosis. 

We should put the child to bed, with strict 
orders not to allow any weight bearing, and 
keep it there for four weeks. If there is 
much pain or any deformity, both can be 
relieved by weight traction with Buck’s ex- 
tension. Morning and afternoon temperatures 
should be kept. At the end of four weeks, the 
X-ray examination should be repeated, If 
this is again negative and the symptoms and 
signs have abated, the child may be allowed 
to walk. If on walking the symptoms recur, 
rest in bed is again the proper treatment. At 
the end of another four weeks, another X-ray 
examination of the hip is made. In the ma- 
jority of the cases which have tuberculosis, by 
this time the focus of infection will appear 
in the head or neck of the femur or in the 
acetabulum. I say this because I believe that 
nearly all cases of tuberculosis of the hip have 
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their beginning in the bony structure of the 
joint and not in the synovial membrane. It 
is perfectly possible for the synovia to be in- 
fected primarily in all joints, but it is uncom- 
mon in all and rarest of all in the hip. ; 

Now suppose one has jumped to the prema- 
ture conclusion that the child has tuberculosis 
of the hip, before there is any X-ray evidence 
of it. The usual treatment is immobilization 
for two or three months in a long, heavy plas- 
ter cast extending from the nipple line to the 
toes of the affected limb. The cast is then 
removed and the hip is stiff from the prolonged 
immobility. An X-ray shows decalcification 
and atrophy of the bones of the hip joint, 
probably with lessening of the joint space— 
all of which may be due to the prolonged im- 
mobilization in plaster-of-Paris—and the 
roentgenologist tends to confirm us in our mis- 
taken diagnosis. The child is treated for a 
year in plaster casts, another year in a non- 
walking splint, and a third year in an ambu- 
latory splint—and has never had tuberculosis 
of the hip! It has been deprived of normal 


play, normal associations, normal life, and 
though hailed as a cure of a terrible disease, 
if not crippled in body is crippled in its mind, 


its mental attitude toward life. Out of 208 
cases treated in a leading orthopedic clinic, 
it was found that 22 per cent of them did not 
have tuberculosis of the hip How many pa- 
tients treated elsewhere as tuberculosis of the 
hip, without X-ray evidence of destructive 
lesions in the bone or even more positive proof 
of the diagnosis, have been treated unneces- 
sarily ? 

We may well ask how can one make the 
diagnosis safely. There are only two methods 
by which the positive diagnosis can be made. 
One is by aspiration of material from the hip 
joint, guinea pig inoculation and finding tu- 
berculosis in the pig. The other is by biopsy 
and finding the microscopic picture of tubercu- 
losis in the tissue obtained or by giving tuber- 
culosis to a guinea pig by inoculating it with 
material obtained at the operation. Biopsy of 
the hip joint is easily and safely done through 
the muscle splitting, posterior incision of Ober 
and is a relatively simple procedure. However, 
our diagnosis may be almost certain when, un- 
der continued rest, the signs and symptoms de- 
scribed persist or increase and there is X-ray 
evidence of a destructive process in the head 
ov neck of the femur or in the acetabulum. If 
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there is still doubt of the diagnosis, there should 
be no hesitancy in a biopsy. 

With the diagnosis made, the question of 
the proper treatment of tuberculosis of the hip 
arises. As far back as the memory of ortho- 
pedic surgeons runs, the treatment has been 
conservative. Rest, by means of recumbency 
and plaster casts or other orthopedic appli- 
ances, usually over a period of years, helio- 
therapy, general constitutional measures— 
these have been the generally accepted rules 
of treatment. This ordinarily means a mini- 
mum of three years of treatment. Rollier, in 
Switzerland, is the leader in the conservative 
treatment of tuberculous joints. His reported 
results are remarkable. His clinic is in the 
high altitude of the Alps, and the Alpine sun- 
light, the Alpine air, and the Alpine altitude, 
with immobilization of the joint by apparatus 
which excludes neither light nor air, give him 
cures which no other clinic gets. Perhaps our 
climate is not proper to combat tuberculosis 
of the bone, but certainly in America we can- 
not approach his records by conservative treat- 
ment. 

Follow-up records on tuberculosis of the hip 
are notoriously unreliable. I know of only 
one,’ (from which I have already quoted) which 
has extended over a sufliciently long period to 
allow us to draw proper conclusions, ‘This is 
the work of Smith and Watters, of the New 
York Orthopedic Dispensary and Hospital, 
which appeared in the Journal of the Ameri- 
can Medical Association for January 21, 1928. 
An end-result study, covering a period of 
fifteen years in each instance, of 208 patients 
with tuberculosis of the hip joint, who had 
been at the country branch of the hospital for 
from four to seven years, was made. All had 
received the best conservative treatment, in 
the city hospital and clinic and at the country 
branch at White Plains. Twelve patients 
could not be reached. Of the 196 whose 
records could be completed, in forty-six or 22 
per cent the diagnosis of tuberculosis of the 
hip was incorrect. Of the remaining cases, 
thirty-six or 24 per cent had died, mostly from 
other forms of tuberculosis; seventy-one cases 
or 47 per cent still had active tuberculosis. In 
forty-one patients or 27 per cent the disease 
was apparently quiescent, with varying degrees 
of deformity and markedly limited motion in 
the hip or no motion present. Only two pa- 
tients were free from symptoms with useful 
range of motion in the joint. There had been 
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many and frequent relapses of cases which were 
presumably cured. The average length of 
treatment was 7.3 years. 

I have examined the records of many cases 
treated in Richmond for tuberculosis of the 
hip; clinic cases from the Medical College of 
Virginia hospitals and from the Crippled Chil- 
dren’s Hospital, and private cases. One can 
find very few cases which are evidently true 
tuberculosis and which have recovered with 
vood function. Most of them have the record 
of long continued treatment and finally what 
is called a cure, with permanent deformity and 
more or less loss of motion. I feel sure that 
most of these are only quiescent, not cured 
cases, and that trauma or lowered resistance 
from illness may mean an acute flare-up of a 
tuberculous hip. There are a few normal hips 
which were diagnosed clinically and never 
showed X-ray destructive changes and which 
are now well. I venture to say that these 
never had tuberculosis of the hip. I recall 
only one case which showed X-ray evidence 
of tuberculosis and which became completely 
well with healing of the focus in the bone and 
a return to normal function. Unfortunately, 
these X-rays have been destroyed and thus 
cannot be shown. 

With these poor results from conservative 
treatment, Dr. Russell A. Hibbs, of New York, 
was brave enough to cast aside tradition and 
began in 1923 to treat cases of proved tuber- 
culosis of the hip by an operation to cause 
bony ankylosis between the femur and the 
ilium. He knew from long experience that 
the tubercular hips in which natural bony 
ankylosis occurred got well and stayed well. 
They never relapsed. He concluded from his 
studies of the cases treated at the New York 
Orthopaedic Dispensary and Hospital that the 
others were not well, but only quiescent, and 
often relapsed after long periods when sup- 
posedly cured. 

Briefly, his operation? consists of removing 
most of the greater trochanter of the femur 
with a portion of the cortex of the shaft of 
the femur several inches long, making a slot 
in the ilium just above the acetabulum for 
the reception of one end of this piece of bone 
by turning up a flap of bone from the ilium, 
and then turning this graft through an are of 
slightly more than 90 degrees to implant the 
distal end of it in the ilium and the proximal 
end against the remainder of the greater tro- 
chanter, This bony strut becomes firmly at- 
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tached to the femur and to the pelvic bone, 
and in time bony ankylosis occurs also between 
the head of the femur and the acetabulum— 
due, in all probability, to the perfect immo- 
bilization obtained. 

A majority of the bone surgeons of this coun- 
try have been convinced of the truth of Hibbs’ 
teachings. Instead of dismissing a child from 
treatment with a hip which has lost most or 
all of its motion, which probably shows some 
deformity, and in which the risk of recurrence 
is always a menace, they have concluded that 
it is better to discharge this child with a hip 
which has lost all of its motion, but which 
shows no deformity and in which the risk of 
recurrence has been eliminated. The lost mo- 
tion is partially compensated for by motion in 
the lumbar spine and the ease with which these 
children run and play is proof that the stif- 
fened hip is not a large handicap. 

The surgical staff of the Crippled Children’s 
Hospital at Richmond have operated on seven 
cases of tuberculosis of the hip with uniformly 
good results, These cases are reported briefly 
below. All of these children were given the 
trial of conservative treatment under excellent 
hospital control and X-ray examinations 
showed that the destructive progress of the 
disease was unchecked. All except two cases, 
most recently operated on, are well and these 
two cases are getting well. I recall three other 
patients operated on at St. Philip Hospital for 
Negroes. One died several months after opera- 
tion from general tuberculosis and the other 
two, who were apparently well when they left 
the hospital, could not be reached for a follow- 
up examination. 


Case Reports 

Case 1. W.S., boy aged eleven years. Un- 
der conservative treatment for three years. 
Result: 14 inch shortening of extremity, 30° 
flexion, and slight adduction deformity of 
thigh. Marked limitation of motion, but no 
bony ankylosis and X-ray appearance that of 
active tuberculosis. 

January 10, 1929. Hibbs’ fusion operation. 

May 3, 1929. Clinically, bony ankylosis 
present, X-ray shows some bony fusion, but 
not complete. 

Follow-up October 18, 1930. Solid bony 
ankylosis at hip. Boy active and well. Lead- 
ing a normal life. (See Fig. 1.) 

Case 2. M.S., girl aged eleven years. Un- 
der conservative treatment for seven years. 
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Result: 184 inch shortening, 45° flexion and 
15° adduction deformity. Very little motion 
in hip joint. X-ray shows destruction of most 
of head of femur and of floor of acetabulum. 


Fig. 1.—From left to right, X-ray of hip in 1928; X-ray after one 
year of conservative treatment : X-ray after fusion of hip. 


May 31, 1929. Hibbs’ fusion operation. 

Follow-up July 18, 1930. Firm bony anky- 
losis in good position. Moderate limp. One 
inch shortening. Walks and plays. Returned 
to a normal life. (See Fig. 2. 


Fig. 2.—From right to left, shows X-ray of hip after several 
years of conservative treatment; X-ray two months after 
fusion operation; final X-ray after fusion of hip. 


Case 3. A. H., girl aged eleven years. Had 
had tuberculosis of the hip for eight years. 
After fourteen months conservative treatment 
at the hospital there was 10° flexion and slight 
adduction deformity of the thigh, with 10° 
flexion the only motion present. X-ray showed 
increasing destruction of head of femur. 

January 31, 1930. Hibbs’ fusion operation. 
Some attempt at natural fusion found at 
operation. 

Follow-up September 14, 1930. Firm bony 
fusion in good position, Walks and plays 
well. Returned home and to school. 

Case 4. E. P., boy aged five years. After 
conservative treatment at the hospital for 
fourteen months there was 29° flexion de- 
formity with limited motion in all directions; 
there was some improvement on physical ex- 
amination, but there was abscess formation and 
rather marked extension of the destructive 
process in the X-rays. 
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February 4, 1930. Hibbs’ fusion operation 
with excision of sinus. 

November 15, 1930. Bony ankylosis present, 
though not entirely solid in the X-ray. Sinus 
healed. Beginning to walk. Still in hospital. 

Case 5. D. H., boy aged eight years. Dis- 
ease present for five years. Extensive destruc- 
tion of head and neck of femur and of the 
acetabulum. Forty-five degree flexion and 10° 
adduction deformity. Fifteen degrees flexion 
only motion present. One and three-quarter 
inches shortening. Multiple draining sinuses 
and pressure sores. Has worn plaster casts for 
some years. Conservative treatment in the hos- 
pital was given for eleven months, largely to 
improve the general condition, which was very 
poor, and to attempt to heal the sinuses and 
pressure sores, These improved somewhat, but 
there was no improvement in the condition of 
the hip. 

February 6, 1930. Hibbs’ fusion operation. 
Sinuses still draining. 

November 1, 1930. Fusion quite firm. 
Marked general improvement. There is still 
a large abscess in the buttock, but other sinuses 
have healed. 


Case 6. M. MecD., boy aged nine years. 


Conservative treatment for four years with 
marked improvement and healing of abscess. 
X-ray shows destruction in head of femur and 
in acetabulum, not healed, but apparently ar- 
rested. There is a slight flexion deformity and 
practically no motion in the hip. 


March 17, 1930. Hibbs’ fusion operation. 

November 15, 1930. Bony fusion at hip in 
good position. Areas of destruction replaced 
by bone. Still in hospital under treatment for 
lumbar Pott’s disease which began in 1928 
while under conservative treatment for tuber- 
culosis of the hip. 

Case 7. L. N., aged seven years. After two 
years of conservative treatment there was 15° 
flexion deformity and motion limited by 
muscle spasm. The X-ray which showed on 
admission an area of erosion in the neck of the 
femur, now showed an increase in this area 
of destruction with erosion also of the head 
of the femur. 

June 3, 1930. Hibbs’ fusion operation. 

November 1, 1930. Examination shows fairly 
firm ankylosis present and the X-ray shows 
fusion of the graft and partial fusion between 
head of femur and acetabulum. Still in hos- 
pital in plaster spica. 

This child died in February, 1931, from tu- 
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bercular meningitis. At autopsy the hip was 
found to be firmly fused. 
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THE TREATMENT OF THE CONVULSIVE 
TOXEMIA OF PREGNANCY.* 
By THOMAS LESLIE LEE, M. D., Kinston, N. C. 

There develops in some women during the 
last trimester of pregnancy a symptom-com- 
plex whose chief manifestations are: Head- 
ache, scintillations, epigastralgia, rise in blood 
pressure, and albumin in the urine. This con- 
dition is at once recognized as that of pre- 
eclampsia. This same symptom-complex in 
the non-gravid woman, would probably be of 
no serious consequence but, occurring in the 
gravid state, the case at once assumes a most 
serious apect. If allowed to go untreated, con- 
vulsions and coma are sure to ensue. Why is 
this? Despite all research work and experi- 
mentation, the etiology of eclampsia is still a 
mystery. It is almost universally agreed that 
the above mentioned symptom-complex is pro- 
duced by a toxin, in other words eclampsia is 
a toxicosis. But, where do the toxins origi- 
nate? If the origin of toxins were known, the 
treatment of eclampsia would pass from em- 
piric to specific but, until the origin is found, 
we must content ourselves with the empiric 
treatment. Many theories have been advanced 
as to the origin of the toxin; practically every 
organ in the body has been condemned as the 
source. The usually accepted sources are: the 
fetus and placenta, the liver, the kidneys, the 
gastro-intestinal tract, and the various com- 
binations of these. 

Eclampsia is classified, according to DeLee 
in the following groups: 1. soap toxemia 
or the so-called true eclampsia; 2. Acute neph- 
ritis with or without convulsions; 3. Chronic 
nephritis with or without convulsions; 4. Es- 
sential or idiopathic hypertension. This classi- 
fication, based on the most prominent under- 
lying pathology found at autopsy, aids little 
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in the treatment of the disease. In the first 
place, it is usually impossible to tell in which 
class a given case will fall and, in the second 
place, it matters little in which it falls as it 
will have little bearing on the treatment. In 
the mind of the author there are no two cases 
of eclampsia exactly alike and no two that will 
respond to the same treatment in exactly the 
same manner. For instance, in one case the 
condition improves so rapidly after delivery 
that no further treatment is needed; in another 
case the condition grows steadily worse if any 
operative interference is instituted; and on the 
other hand many cases will recover with no 
treatment. In view of these facts, there can 
be no standard method for the treatment of 
eclampsia, at least until the source of the 
toxin is known. Each case must be treated 
on its merits; we must treat the patient not 
the disease. 

The treatment of eclampsia begins with the 
day one is engaged to deliver a gravid woman 
and extends throughout the puerperium. 
Every gravid woman should have a complete 
physical examination at the beginning of her 
pregnancy, including a complete study of the 
blood. All foci of infection such as infected 
tonsils, teeth and sinuses should be cleared up; 
any anemia found should be treated vigorously. 
A history of any previous kidney lesion should 
be gone into in detail, Prenatal care is the 
major portion of the treatment. Its principles 
are familiar and will not be discussed, only 
to say that it should be followed in every de- 
tail. I often wonder if the pregnant woman 
is not a little neglected due to lack of detail 
in our bi-monthly examinations. 

In the large clinics of this and other coun- 
tries, the treatment of eclampsia usually comes 
under one of two heads, conservative or radi- 
cal. The conservatives teach eclampsia is a 
self-limited disease, that if the convulsions 
‘an be controlled for a while the patient will 
recover. Only under the most extreme cir- 
cumstances or where there is some dispropor- 
tion between the passenger and the passages 
is an operative procedure allowed. On the other 
hand, the radicals teach that eclampsia is due 
to some abnormal process in the ovum; that 
the patient should be delivered as early and as 
easily as possible after the onset of symptoms. 
I do not believe either teaching entirely cor- 
rect. What may seem a radical treatment in 
one case would really be conservative as we 
may conserve both the mother and child. 
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First of importance in the treatment of 
eclampsia is that all patients should be hos- 
pitalized. True, the financial question and the 
distance to the hospital are obstacles. Many 
of my patients have been among the poorest 
class but, when the gravity of the situation is 
explained to all concerned, arrangements for 
the cost of hospitalization are usually made. 
The distance from the hospital is a minor 
obstacle. Many is the time I have taken the 
patient in my car (with some member of the 
family) to the hospital and the patient is none 
the worse for it. If there is any disease for 
which we need all the help possible from medi- 
cal science it is eclampsia. Nursing, a most 
important step in the treatment, is taken care 
of if the patient is hospitalized. I know of 
no other disease in which nursing care has as 
much effect on the outcome of the treatment 
as in eclampsia. These patients are in coma 
and are having convulsions. Their condition 
must be watched continuously, all external ir- 
ritants must be withheld, the mouth and tongue 
must be protected, respiratory obstruction must 
not be allowed to kill the patient, the mucus 
must be kept out of the throat so none will 
be insufflated into the bronchi and thus cause 
a fatal pneumonia. The kidneys and bowels 
must not be neglected. Numerous other treat- 
ments essential to good management must be 
given, which would be all but impossible at 
home. It is true many cases of eclampsia 
have been successfully treated at home but I 
am sure there are an equal number or more 
that have been unsuccessfuly treated, to say 
nothing of the enormous number of still born 
babies and extensive injuries to the birth canal. 
Can there be any doubt as to the value of 
hospitalization when the large clinics where 
all patients are treated in a hospital report 
mortality rates from 114% to 25 per cent and 
the general mortality rate is from 20 to 45 
per cent? 

There being no condition in which the at- 
tendant has so many vital functions to watch 
as in eclampsia, judgment becomes the major 
portion of the treatment. If all cases were 
alike and all organs affected alike in each 
case, the treatment would be simple; there 
would be a standard treatment which would 
be applied and the patient recover as when 
quinine is administered in malaria. What to 
do and when to do it is the all important ques- 
tion. Sound medical, surgical, and most im- 
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portant of all, obstetrical judgment is im- 
perative——judgment acquired only through 
experience and the application of primary ob- 
stetrical principles. Patients with eclampsia 
should not be made emergency operative pa- 
tients unless they would be such without the 
presence of eclampsia. Time, careful exami- 
nation, and close observation are necessary for 
good treatment. 

An eclamptic patient should be treated 
conservatively for from six to twelve hours. 
During this period her condition should be 
thoroughly studied and an estimate made of 
how much or how little she will stand. The 
treatment during this period is directed pri- 
marily towards controlling the convulsions and 
reinforcing the circulation. Special attention 
must be paid the fetal heart tones, for it is 
during this period that many babies are lost. 
If the fetus shows signs of distress or if the 
convulsions do not cease and the coma deep- 
ens, preparation should be made to deliver the 
patient, if her condition will justify it. Cer- 
tain principles must be regarded in the selec- 
tion of the method of delivery. First, it is 
criminal to try to drag the fetus through a 
birth canal that is not prepared, leaving noth- 
ing but extensive injury and trauma in its 
path. Second, no operation per vagina can 
be safely performed without complete dilata- 
tion and obliteration of the cervix. Many 
physicians have the idea that the cervix can 
be dilated manually; this is a misconception, 
unless labor has progressed so far as to oblit- 
erate the cervix. With the long hard cervix 
it is not manual dilatation at all, but manual 
destruction. If these principles are kept in 
mind, the morbidity of eclampsia will be re- 
duced to almost nothing. What method shall 
we use to deliver these patients? This phase 
might well be considered under two heads: 
1. Those who will deliver spontaneously, and, 
2. Those who will not. If a spontaneous de- 
livery is possible, this is ideal, and many will 
deliver themselves. In many cases uterine 
contractions will start with the onset of con- 
vulsions; these cases are allowed to continue 
in labor until the head descends to the peri- 
neum when, after thorough ironing of the peri- 
neum, low forceps are applied to reduce the 
time of the second stage. Episiotomy is done 
on the slightest indication. The type of case, 
not in labor, which after treatment continues 
to have convulsions and deepening coma, 
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offers the real problem as to the selection of 
the method of delivery. Again, each case must 
be judged separately, as no method is appli- 
cable to all. If the patient is a multipara 
with a soft cervix that will admit a finger 
or two, I believe that the insertion of a Voor- 
hees’ bag is the best method to induce labor; 
however, it must be remembered that bags do 
not produce all that is to be desired in the 
dilatation of the cervix. When the bag is out 
of the cervix, if the cervix is not completely 
obliterated, more time must be allowed for 
this to take place. After complete dilatation 
and obliteration of the cervix, version and ex- 
traction has been found the best method to per- 
fect the delivery. Those primiparae, and rarely 
multiparae, with the long hard cervix and rigid 
perineum offer a real problem in the selection 
of the best method of delivery. At best, thes» 
cases, even after induction of labor, have a 
period of from ten to twenty hours of con- 
tinuous irritation from the uterine contrac- 
tions. Until two years ago I used the induc- 
tion of labor by either bags or rupturing the 
membranes and packing the cervix with gauze. 
My results were not what I would have liked 
them to be, especially with regards the fetus, 
as my fetal mortality rate was extremely high. 
Two years ago I started using Caesarean sec- 
tion for these cases and my results as to both 
maternal and fetal mortality and morbidity 
have shown a marked improvement. This im- 
provement I believe is due to the avoidance of 
trauma, as there is not near as much trauma 
to a Caesarean as there is to an operative de- 
livery accomplished from below after the in- 
duction of labor. When the patient has not 
been examined vaginally and when _ the 
toxemia is very severe, I believe the classical 
Caesarean to be the operation of choice. In 
all other cases and when ever practical, I use 
the low cervical. This operation has many 
advantages which J will not attempt to dis- 
cuss here, only to say that since its populari- 
zation by DeLee, Hirst, Beck, and others, the 
indications for Caesarean have been safely ex- 
tended to those cases potentially infected and 
to those already in labor. [I recall a case in 
which another practitioner had inserted a bag 
for the induction of labor in a case of threat- 
ened eclampsia. About eight hours afterwards 
the patient began having convulsions and was 
growing rapidly worse. The bag was removed 
and a low section was done immediately. Im- 
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provement was rapid and mother and baby 
are healthy today. The puerperium was 
afebrile. The mother is pregnant again, and 
I expect her to have a normal labor. If I can 
leave but one thought with you, I will feel 
fully repaid for my efforts, and that is—do 
not try to drag a baby through a birth canal 
which is not prepared. Imagine if you can 
how you would feel if some one had you by 
the head or feet trying with main force to 
drag you through the elbow of a stove pipe. 

The drugs used in eclampsia are few; digi- 
talis, morphia, glucose, magnesium sulphate, 
and sodium amytal are the chief ones used. 
Digitalis is used on every patient as soon as 
they are seen. The heart may show no evi- 
dence of decompensation, yet with the added 
strain of the high arterial tension and the 
convulsive seizures there may be said to be a 
potential decompensation; therefore, it is wise 
to afford the heart muscles all the support 
possible. Digifoline, one ampoule every four 
hours, acts well and has given good results. 
Morphia is useful to control the convulsions. 
Stroganov recommends its use until its physio- 
logic effect is noted, that is, until the respira- 
tions are from ten to fourteen per minute. I 
have never used the drug to this extent. Mor- 
phia in % grain doses is particularly useful 
when the patient is at home and must be trans- 
ported to the hospital, this amount being given 
just before the trip is started. Glucose should 
be used freely. Titus, of Pittsburgh, has shown 
there is a glycogen deficiency. To quote from 
an article by Titus and Givens: “The patho- 
logic progress of toxemia is dependent on a 
‘arbohydrate deficiency in the maternal or- 
ganism, particularly in respect to the impair- 
ment of the physiologic activity of the liver 
when unduly depleted of glycogen. It is in- 
disputable that the liver and its functions play 
an important part in the ability or inability 
of the patient to recover. This is confirmed 
both clinically and pathologically, and, indeed, 
the distinctive pathology of certain necrotic 
lesions in the liver has been considered pathog- 
nomonic of the various types of toxemia of 
pregnancy.” ‘Titus has also found the thera- 
peutic dose of glucose to be seventy-five grams 
for the average adult patient; when less than 
this is given, the pancreas is stimulated to 
over-activity and the glucose is converted too 
fast; if more is given, the body cannot care 
for it. For this reason, it is not necessary 
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to buffer this amount of glucose with insulin. 
The glucose js usually administered in a 25 per 
cent solution, though it may be used up to 50 
per cent. Three hundred e.c. of a 25 per cent 
solution is injected slowly, intravenously, and 
this is repeated as often as necessary, the 
criteria for repetition being increasing toxemia 
or an approaching anuria. 


Edema of the brain with its resultant intra- 
cranial pressure is declared by Zangemeister to 
be the cause of eclampsia. While this state- 
ment in its entirety cannot be accepted, edema 
of the brain certainly plays an important part 
in the causation of the convulsions, Lazard 
found that magnesium sulphate in therapeutic 
doses, intravenously, does no harm to the blood 
or liver and has a dehydrating effect upon the 
brain. Thus, by its dehydrating effect upon 
the brain the intracranial pressure is reduced, 
the blood pressure lowered and the convulsions 
cease or become much less frequent. Magnesium 
sulphate is used in a 10 per cent solution, 
twenty cubic centimeters being given intra- 
venously, and this is repeated every hour for 
six doses unless the convulsions cease. I can 


recall many cases where I have been able to 


control the convulsions with the use of mag- 
nesium sulphate alone; of course, there are 
others in which it seemed that I might as well 
have been giving water as to the therapeutic 
effects noted. This drug does no harm and it 
is my practice to use it in every case. 

Temple Fay, of Philadelphia, has recently 
expounded a most interesting theory in regard 
to the control of intracranial pressure. Since 
the pressure inside the skull is due to an edema 
of the brain, if the intake of fluids is limited, 
the edema will be controlled and so will the 
pressure. In a recent conversation with him, 
I was informed that when the symptoms of 
pre-eclampsia are present, convulsions are 
much less prone to develop if the intake of 
fluids is limited to the amount excreted or 
less, than when a normal amount of fluid is 
taken. 


Much has been written recently concerning 
the use of sodium amytal in eclampsia. Many 
authors report excellent results with its use, 
stating they are able to control the convulsions 
in nearly all cases. This has not been my 
experience. True, the patient is quieter and 
maybe the convulsions are a little less fre- 
quent while the patient is under the effect of 
the drug, but, when the effects of the drug are 


[April, 


gone they are as bad as ever. Sodium amytal 
has been found very useful to control the de- 
lirium which is present when the coma begins 
to lighten. Bromides and chloral have about 
been discarded for use in this phase of the 
treatment as sodium amytal has been found 
so much more useful. 

Two other procedures have been found 
beneficial in the treatment of eclampsia, 
namely, gastric lavage and the introduction of 
fluids. In practically all cases the stomach is 
full of foul material and the patient vomits 
at frequent intervals. The vomiting will 
usually continue until the stomach is empty 
and the quickest way to obtain this is by a 
gastric lavage. If lavage is to be used we must 
be thorough with it. The stomach must be 


TABLE I 


SHow1nc Numer oF AND Cotorep Birtus ATTENDED 
BY Puysicians AND Mipwives INcIDENCE oF 
Deatus From Ectampsia FOR YEARS 1926-27-28 


WHITE 


Deuiv- | DeEtiv- 
ERED BY| ERED BY| EcLAMP- 
Puysi- | Mup- TIC 

cians | wives | Deatus 


Birtus DENCE 


I in 288 
I in 508 
I in 367 


58,865 
57+496 
55,813 


7,628 
7,141 
6,371 


495434 
50,496 
49,371 


COLORED 


I in 187 
I in 307 
I in 214 


25,025 
25,176 
24,551 


17,397 
17,024 
16,356 


7+431 
8,152 
8,195 


TABLE II 


CoMPARING THE INCIDENCE OF Deatus From EcLampsiA IN 
Nortu AMoNG WuiTE AND COLORED, FOR 
YEARS 1926-’27-’28 


WHITE 


EcLamPTIic 


BirTHs Deatus INCIDENCE 


I in 288 
I in 508 
I in 367 


58,865 175 
57496 113 
55,813 152 


COLORED 


I in 187 
I in 307 
I in 214 


25,025 132 
25,176 82 
2,5514 114 


From this table it will be noted that in each year there are 
about one-third more deaths from Eclampsia among the 
colored population than among the white. 
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washed until the returned fluid is clear; other- 
wise, the lavage will be useless. Also, all the 
fluid is siphoned back, or the patient will con- 
tinue to vomit. By removing the contents of 
the stomach through a tube, doubtless many 
fatal cases of pneumonia are prevented. Nor- 
mal saline given by hypodermoclysis is of 
special bene it in those cases with little edema; 
in those with marked edema and a chloride 
retention, it should be used sparingly or not 
at all. The body fluids as a rule are at a low 
level, as much fluid has been lost through the 
kidneys and skin, and none has been replaced. 

In attempting a final summary on the treat- 
ment of the convulsive toxemia of pregnancy, 
one is impressed by the fact that through bet- 
ter prophylaxis the incidence is being slowly 
diminished. While a large number are still 
seen, the prognosis as a general rule is im- 
proved. The often sudden and alarming 
symptoms associated with the convulsive 
toxemias develop a fear or even a panic in the 
minds of some physicians, that seems only 
satisfied by a radical procedure carried out 
at the expense of irreparable damage or life 
itself. Experience has taught that the proper 
selection of the method of delivery and the 
avoidance of shock, along with the use of 
glucose, magnesium sulphate, morphia, sodium 
amytal, fluids, and last, but most important, 
hospitalization will greatly reduce the mor- 
tality and morbidity, But there is still much 
to be desired, and no branch of obstetrics re- 
quires more thought, attention and skill on 
the part of the seriously minded in order to 
further improve the situation. 


THYROID, EXTRACT IN THE TREAT- 
MENT OF CERTAIN CARDIAC 
DISORDERS.* 


By DOUGLAS G. CHAPMAN, M. D., Richmond, Va. 

In 1918, Zondek described a cardiac syn- 
drome which he termed “myxedema heart.” He 
reported four cases characterized by marked 
enlargement of the right and left ventricles, a 
slow pulse rate with normal blood pressure, 
and electrocardiographic changes that returned 
to normal after thyroid extract was given. 

Fahr, in 1925, reviewed the literature and 
found only eight cases recorded. Since then 
he has reported six cases, one observed for over 
four years. The results were good in all cases 


*From the Medical Department of St. Elizabeth’s Hospital, 


Richmond, Va. 
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and the size of the heart as revealed by the 
teleroentgenogram was usually reduced to nor- 
mal within two weeks. Other observers since 
then have reported similar cases. 

Thacher and White, in 1926, examined four- 
teen cases of myxedema with special reference 
to the electrocardiograms. In all these cases 
there was a low T wave in Lead II. They 
state that there is a definite relation between 
the electrocardiogram and the basal metabolic 
rate in myxedema. 

Willius and Haines studied one hundred and 
sixty-two cases of myxedema, and in their ex- 
tensive experience they do not report a single 
case of heart failure due to myxedema. How- 
ever, of the nineteen cases in which electro- 
cardiographic studies were made, before and 
after treatment, twelve showed an abnormality 
which disappeared after thyroid extract was 
given, 

White, Means and Kratz studied forty-eight 
cases of myxedema and concluded that heart 
failure due to myxedema is rare. They re- 
port only one case. 

An extensive study of hypothyroidism with 
reference to the electrocardiographic changes 
was made by Reid and Kenway who examined 
two hundred and sixty cases. They conclude 
that the changes are not frequent enough to 
be called characteristic of hypothyroidism. 

There is little written in regard to the heart 
in myxedema. It has long been known, how- 
ever, that myxedema predisposes to sclerosis. 
Kish believes there is a loss of the transverse 
striations with granular disintegration and 
later cloudiness of the muscle fibers. 

Goldberg’s studies on sheep and goats showed 
that in eleven out of seventeen cases there was 
a decided calcification of the aorta, cardiac di- 
latation and a marked degree of arteriosclero- 
sis after thyroidectomy. 

Brooks and Larkin studied the hearts after 
thyroidectomy on rabbits. They were examined 
from two to forty-three days after operation, 
and did not show any change in the myo- 
cardium, 

The following electrocardiographic changes 
are frequently seen in hypothyroidism: low 
or absent P and T waves especially in Lead 
II: diphasic and negative T waves in one or 
more Leads; spread and notched QRS com- 
plexes; left ventricular preponderance; delayed 

auriculo-ventricular conduction and low volt- 
age. 
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I have had three cases of hypothyroidism in 
which cardiac distress was the outstanding fea- 
ture. They were relieved of their symptoms 
by thyroid extract, and are doubtless worth 
reporting on this account. 

Case I—M. A. R., white, female, married, 
age sixty-two, was first seen in November, 1928, 
complaining of “nervous prostration extreme 
exhaustion” and involvement of the heart. Her 
father died of angina pectoris and mother died 
of tuberculosis. The past history was nega- 
tive except for a long standing pelvic disorder 
and tonsillectomy in 1925. 

The present illness began in January, 1927, 
while in Wisconsin, during a severe cold spell. 
On being chilled she would have severe sharp 
pains over the precordium radiating to the 
shoulders and arms. Her physician diagnosed 
it angina pectoris, and she was given nitrogly- 
cerine which relieved the pain. On leaving 
Wisconsin she went to New York where she 
remained in bed for ten days with character- 
istic attacks of angina for which she received 
treatment. Due to the very definite history of 
cold precipitating the attacks, she was advised 
to take a trip to South America. During the 
remainder of the winter in South America 

and during the summer she experienced no dis- 
comfort except while in England, during a 
cold, damp spell. In November, 1928, while 
in Richmond, she had characteristic attacks of 
angina following exposure to cold, and was 
seen by Dr. Garnett Nelson. After two weeks 
in bed with eight to ten attacks of angina a 
day she was admitted to St. Luke’s Hospital. 

The physical examination was negative ex- 
cept for mental dullness, a stupid appearance, 
puffiness about the face, dry skin, and inability 
to keep warm. The heart was apparently 
negative except for a systolic murmur over 
the base, the pulse rate was 80, blood pressure 
124/76. The vessels seemed normal. 

She remained in the hospital eight and one- 
half weeks where she received practically all 
of the recognized drugs for relieving angina. 
For the first ten days she was given each day 
an average of 8 nitroglycerine tablets, gr. 
1/100, 4 tablets of euphyllin, and 1 ampule 
of amyl nitrite. During the next fourteen 
days a total of 339 tablets of nitroglycerine, 
gr. 1/100, was taken. Besides the nitroglycer- 
ine, morphine, amyl nitrite and euphyllin 
were tried without relief. 

Due to the failure of the usual relieving 
drugs and the clinical picture of myxedema, 
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Fig. 1.—Three electrocardiograms showing changes in the P 
waves, the QRS complexes and the T waves before and after 
treatment with thyroid extract. Electrocardiogram No. 1 

was taken before treatment. 
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thyroid extract, gr. 2, was given three times a 
day. For the next three days, 22, 18, and 14 
tablets of nitroglycerine were taken, with an 
occasional dose of morphine. For the next 
few days only an occasional dose of nitrogly- 
cerine was necessary. After the sixth day 
none was taken. 

On the fourth day after the thyroid extract 
was begun, the patient for the first time al- 
lowed the cover to be removed from around 
her neck, and her arms to be exposed. She 
admitted that she was better and on the seventh 
day sat up in a chair. On the sixteenth day 
she was walking and left the hospital on the 
nineteenth day after the thyroid extract was 
first given. Unfortunately the basal metabolic 
rate was not obtained before the thyroid 
therapy was started, but ten days afterward 
it was minus 10. 

She has been seen many times since and is 
symptom free. On one occasion her metabo- 
lism went to minus 20 and several attacks fol- 
lowed after exposure to cold. Her riectabolism 
ranges between plus 5 and minus 5 on thyroid 
extract, gr. 2, three times a day. 

Case II.—R. K., white, male, age thirty- 
eight, complained of indigestion and severe 
pains over his heart, radiating down the right 
arm, These spells would come on frequently 
after exertion but more often when he worried 
or was exposed to cold. He stated that for 
the past few months he was forgetful, slug- 
gish, and did not care what happened. There 
were spells of depression which frequently 
precipitated an attack of angina. Several of 
the attacks were severe and morphine was 
necessary to control the pain. 

The past history was negative except for 
scarlet fever as a child, and recurring attacks 
of tonsillitis for which tonsillectomy was done 
in 1918. He has had indigestion at times for 
fifteen years. The first attack of angina oc- 
curred during the War when he was exposed 
to the cold and lost considerable sleep. ‘There 
were frequent mild attacks from that time 
until February, 1930, when he had an attack 
of dizziness, shortness of breath and more se- 
vere pain over his heart than ever before. He 
was taken to a hospital and treated for one 
week for angina pectoris and discharged with 
instructions and medicine for angina. The 
attacks became more frequent and he was re- 
ferred to St. Elizabeth’s Hospital in June, 
1930, for general examination. 
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Fig. 2.—Electrocardiogram No. 1 was taken before thyroid ex- 
tract was given. The T wave is inverted in Lead I, diphasic 
in Lead II, and the P wave is inverted in Lead III. In 
electrocardiograms Nos. 2 and 3, they are positive. 
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The laboratory examinations were practically 
negative except for the absence of free hydro- 
chloric acid in the gastric contents, a minus 25 
metabolism, and electrocardiographic evidence 
of coronary sclerosis. 

Physical examination was negative except 
for marked overweight, slight edema of the 
ankles, many extra systoles of the heart, the 
pulse rate was 64, blood pressure 112/80. 

He was given dilute hydrochloric acid and 
small doses of thyroid extract, which were 
gradually increased to six grains a day. Since 
starting this therapy in June, there has not 
been a single attack of angina, the indigestion 
is considerably improved, and he has resumed 
his usual work which was impossible for three 
months prior to that time. 

Case III.—H. M. DeJ., physician, age fifty- 
seven, entered St. Elizabeth’s Hospital, Octo- 
ber 24, 1929, complaining of shortness of breath 
on the slightest exertion, and rapid, irregular 
heart action. The past history was negative 
except for a nervous disposition, influenza, and 
malaria early in life, and tonsillectomy in 
1925. He stated that all his life he had a 
slow pulse and was a strong and healthy man 
but could not exert himself unduly on account 
of shortness of breath. For three and one- 
half years he has been gradually getting 
weaker but was able to play eighteen holes of 
golf and get about fairly well. Three months 
ago he began to have a weakness and fatigabil- 
ity that was unusual and it was necessary 
gradually to reduce his exercise to two holes 
of golf in the late afternoon. The patient 
had seen several physicians during the past 
three months and was advised differently by 
most of them. Digitalis was the chief drug 
used to control the heart symptoms. It had 
no effect and its use was discontinued and re- 
sumed several times. The patient went to a 
popular summer resort and was given hot 
baths and general massage. Following this, all 
the symptoms were exaggerated and he could 
hardly move about with a cane. 

On admission to the hospital the physical 
examination showed a large, well-developed, 
slightly obese man. The hair was scant and 
the skin of his hands could be picked up and 
a ridge an inch high would persist for a long 
time. The skin over his legs and feet was dry 
and scaly. The heart apex was well outside 
the mid-clavicular line, the rhythm irregular, 
pulse approximately 68 at rest, 140 after slight 
exercise, blood pressure 108/70. No murmurs 
could be heard. Arteries were not abnormally 
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Fig. 3.—Electrocardiogram No. 1 was taken before treatment 
with thyroid extract. There is a low rolling T wave in 
Leads I and II. In Lead III the T wave is iso-electric 
and the P wave is inverted. Note changes. 
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sclerosed, abdomen was obese. ‘The routine 
laboratory work, kidney function, and blood 
urea were normal. Basal metabolism was 
minus 28. He was told that his symptoms 
were most likely due to myxedema and as digi- 
talis had failed to benefit his condition, its 
use should be discontinued. It was with con- 
siderable hesitation that he agreed to this. 
Thyroid extract, gr. 2, was given three 
times a day. In three days he felt better and 
in five days he could walk around better than 
at any time in the past three months. In 
twelve days he discarded his cane, and several 
months after treatment he walked seven miles. 
He is now in normal health without any of 
his former complaints, and his metabolism has 
ranged between minus 11* and plus 2, on 2 
grains of thyroid extract three times a day. 


CoMMENT 


Due caution should be taken in giving thy- 
roid extract to patients with cardiac symp- 
toms. Christian, Sturgis, and White have ob- 
served cases in which it produced de‘inite 
symptoms of angina pectoris. Christian was 
the first to warn against the indiscriminate 
use of thyroid extract since it increases the 
metabolism, blood flow, and work of the heart. 
The danger is gréater with anemia on account 
of the increased demand of the tissue for 
oxygen. He advises in certain cases to digi- 
talize beforehand. 

It is obvious that any cardiac patient should 
be carefully studied before administering reme- 
dies, particularly before giving thyroid prepa- 
rations, but, when the cardiac disorder is due 
to thyroid deficiency, treatment of this de- 
ficiency will often give excellent results. 
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DISCUSSION 

Dr. Wo. H. Hieeins, Richmond: The clinical syn- 
drome which Dr. Chapman has brought to our at- 
tention is a very much overlooked but important 
cardiac disturbance. It apparently constitutes only 
a very small percentage of cases of heart disease 
but it has been recognized by a sufficient number 
of careful observers to give it a place in the classi- 
fication of heart disease. Even in the absence of so- 
called cardiac symptoms in most cases of myxe- 
dema, fatigability is probably the most outstanding 
symptom. No one has satisfactorily explained this 
profound weakness which responds so promptly to 
thyroid therapy. Is it not possible that the asso- 
ciated lack of oxygen consumption may not only 
produce this symptom, but also be the underlying 
factor in those cases where anginal pains have been 
reported? Most pathologists speak of the sclerosis 
of the blood vessels in this condition, but the prompt 
improvement under specific treatment makes this 
improbable. 

I wish to report a case similar to Dr. Chapman's 
patient who had been a cardiac invalid for three 
months prior to her admission to my service in a 
Richmond hospital. Her chief complaints were— 
marked weakness, shortness of breath and anginoid 
pains. She showed evidences of a myocardial insuf- 
ficiency which has not responded to digitalis therapy. 
In view of a low metabolic reading, she was placed 
on thyroid substance, which was followed by a re- 
markable improvement. During the last four years 
she has led an active life;but if she discontinues 
the use of thyroid her symptoms return. 

Dr. Chapman’s paper is worthy of careful con- 
sideration and should be kept in mind when cardiac 
disorders dc not respond to the usual mode of treat- 
ment. 


THE CHALLENGE OF HEART DISEASE.* 
By I ESLIE T. GAGER, M. D., Washington, D. C. 
The other day I came upon a discussion of 


present trends in medicine by that keen critic 
of our profession, Mr. H. L. Mencken. With 
frankness, if not elegance of expression, he 
began his remarks by stating that medical 
papers — and non-medical ones too — are 
“largely filled with boloney.” In the program 
tonight. fortunately, there has been plenty of 
meat—and of an entirely different kind. 

For heart disease, premature heart disease— 
and it is premature, in my opinion, when it 
occurs at any age short of the Biblical age of 
senescence, three score years and ten—is too 
common, too disabling to body, too disturb- 
ing to mind, often too disastrous to life, for 
us to give its problems any but the most 
serious consideration. 

On the one hand, are the purely inflamma- 
tory types of heart disease, as a cause of 


*Opening discussion at a symposium on Heart Disease before 
the Sontee Washington University Medical Society, November 
15, 1930. 
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which rheumatic infection is the classical and 
foremost offender, choosing its victims in child- 
hood and adolescence and betraying a most 
discouragingly progressive course. The prom- 
ising therapeutic results of Small with a 
specific serum have not been obtained with 
equal success by Wilson or by Swift, and the 
effects of tonsillectomy, either for prophylaxis 
or to prevent recurrent attacks of rheumatic 
infection of the heart, are far from satisfac- 
tory. And yet, because these inflammatory dis- 
eases of the heart are due to organisms which 
invade the body from without, faith in an 
ideal of immunity and effort to attain it do 
appear to me to be justified, rather than a 
belief that the bacterial diseases are inevi- 
table. 

On the other hand, there are the acute and 
chronic degenerations of the heart muscle, and 
these are due in large measure to failure of 
the blood supply to the myocardium and hence 
its inadequate nutrition. These diseases, too, 
occur so early in the life span as to present 
to medicine one of its greatest challenges, if 
indeed they do not almost constitute an in- 
dictment of life as it is lived in the machine 
age. If he escape the serious infections in 
his earlier life, what shall a man do to save 
himself from sclerosis of his arteries, par- 
ticularly of his coronaries? 

In reading Rolleston’s Life of Allbutt, I 
was struck by the longevity of the Regius Pro- 
fessors of Physic at Cambridge—almost the 
whole line over several centuries lived to be 
eighty or ninety years of age. And we know 
that among the native tribes of Africa as 
among the Chinese peoples, who are relatively 
untouched by Western civilization, arterio- 
sclerosis and hypertension are comparatively 
unimportant if not unknown But, since for 
most of us these environmental possibilities 
are rather remote, we must do what we can 
at home. 

If we turn our attention to the physiological 
changes which underlie the conditions which 
have been discussed tonight—coronary throm- 
bosis, angina pectoris, auricular fibrillation— 
it is clear that a common ground is to be found 
in a local intracardiac circulatory failure. The 
blood supply is interrupted, anoxemia develops, 
tissue metabolism fails, and, according to the 
myocardial area and its extent involved in this 
failure, and whether it occurs abruptly or 
gradually, there is presented a great variety 
of clinical picture. Some of the elements are 
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failure of the left or right side of the heart, 
pain of greater or less degree and distribu- 
tion, partial or complete heart block and other 
disturbances in rhythm varying from prema 
ture beats to fibrillation of auricle or ven- 
tricle. 

Whether or not we subscribe to Géraudel’s 
hypothesis that auricle and ventricle have each 
an independent mechanism wholly responsive 
to the blood supply of the sino-auricular node 
in one instance and that of the auriculoven- 
tricular node and bundle in the other, we must 
admit the importance of local circulatory dis- 
turbances within the heart. On the anatomi- 
cal side the studies of Géraudel, like those of 
Gross, Wearn, Whitten, and others, demon- 
strate the safeguards that nature has _pro- 
vided for the intracardiac circulation and the 
disorders which result when the coronary 
blood flow, even in a terminal branch, is ob- 
structed, provided this branch, much like the 
lenticulo-striate artery in the brain, supplies 
some particularly vital spot. Clinical experi- 
ence likewise, as in the case of heart block, 
bears witness to the improvement resulting 
from rest, or digitalis, or from the removal of 
some embarrassment to heart action—general- 
ized edema, pleural or pericardial effusion— 
all tending to improve the blood supply and 
oxygenation of the heart muscle. 

And not only in infectious heart disease is 
found the benefit which may result from the 
removal of infected teeth or tonsils, or gall- 
bladder or treating a prostatitis. Practically, 
the remission of anginal attacks may be 
achieved by such measures and not uncom- 
monly does acute infection elsewhere in the 
body precipitate coronary thrombosis as well 
as congestive heart failure. So closely, in- 
deed, are the practical problems of the diag- 
nosis and treatment of heart disease bound 
up with disorders elsewhere in the body that 
what the patient needs is not so much a 
specialist as a good doctor. 

For the acute attack of coronary thrombosis, 
I agree in emphasizing the fundamental im- 
portance of rest, and to insure that rest, in the 
presence of great pain and anxiety, the free 
use of morphine. If, at this stage of a severe 
thrombosis, I had my choice of one of the 
two drugs, morphine or digitalis, I should 
choose morphine. 

As a measure to control congestive failure 
in arteriosclerotic heart disease, digitalis ef- 
fect, once obtained, can often be maintained, 
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as Gold has recently shown, on doses rather 
smaller than some of us have been led to use 
in recent years. 

For a wide view of some of the problems 
of heart disease as they present themselves 
today, I should like, in closing, to come back 
once more to our friend, Mr. Mencken. He 
expresses the opinion that in certain of its 
tendencies the public hygiene movement shows 
signs of becoming a menace rather than a help. 
“There is no reason in science or morals,” he 
says, “why persons who want to patronize a 
Christian Scientist or chiropractor should be 
forbidden to do it. The death rate among 
them is enormously exaggerated by the uplif- 
ters I have mentioned; moreover, evidence is 
lacking that civilization would suffer even if 
it were three times as high . . The job 
before modern medicine is not to force itself 
upon those who do not want it but to make 
itself more useful and. accessible to those who 
do.” 

As it may be applied to patients with heart 
disease, actual and potential, in private prac- 
tice and in our cardiac clinics, this last senti- 
ment, it seems to me, is one that we can heartily 
endorse. 


1614 Rhode Island Avenue, Northwest. 


STERILIZATION—A REVIEW.* 
By CHAS. W. PUTNEY, M D., Staunton, Va. 
Consulting Surgeon to the Western State Hospital. 


Sterilization and asexualization were prac- 
ticed by the ancients, as is shown by reference 
to the early writings. The Scriptures refer 
to the practice frequently. These operations 
were performed in ancient Assyria, China, 
Egypt, India, Rome, and Greece, and are now 
practiced among the inhabitants of Borneo, 
Java, Malaya, certain tribes of the Philippines 
and Australia, and certain tribes of the Ameri- 
can Indians. The so-called “White Doves” of 
Russia are a castrated religious sect. In Rou- 
mania, sterilization is practiced by certain re- 
ligious devotees for the “Kingdom of Heaven’s 
Sake.” <A very large majority of the earlier 
cases were castrated as a religious rite, or as 
an act of punishment, and not for eugenic pur- 
poses. This motive does not seem to hold favor 
in the light of modern civilization. Several 
of the states in the Union apparently do not 
execute the laws which permit sterilization, 
probably because their statutory laws include 


*Read at the Nervous and Mental Disease Clinic of the sixty- 
first annual meeting of the Medical Society of Virginia, in Nor- 
folk, October 21-23, 1930. 


“Sterilization of the Criminal,” along with 
“Eugenic Sterilization.” A few have amended 
their statutes accordingly and have since be- 
come more active in eugenic sterilization. 

Sterilization for biological and sociological 
purposes has been promoted by eugenists, 
sociologists, and psychiatrists for many years, 
until now there is scarcely a protest raised, ex- 
cept from certain religious sects. 

The writer and many others concur with Dr. 
C. B. Farrar, of Toronto, who states that “The 
greatest single factor in social and economic 
inefficiency is mental defectiveness,” and that 
“The greatest single cause of mental defective- 
ness is heredity.” Dr. Farrar is of the opinion 
that the majority of the criminals are also men- 
tally defective. 

The above conclusion is well borne out by 
the Juke, and the Kallikak families, which run 
so true to Mendel’s Law, and are so well 
known, they need only to be mentioned here. 
There are about 1,000,000 mental defectives in 
the United States at this time, with potentiali- 
ties for the propagation of their kind. <Ac- 
cording to Laughlin’s recent report, there are 
500,000 feeble-minded, 200,000 confirmed epi- 
leptic, and nearly 300,000 insane persons in 
the United States at the present time. It is 
unfortunate that only one-fourth to one-third 
of this vast number can now be segregated ; 
the rest are free to procreate without fear or 
hindrance. The average annual cost of segre- 
gation is $282.13 per capita, or a total cost of 
more than $282,000,000.00 annually, if they 
could all be segregated. The average life of 
an institutional patient is approximately ten 
years, making a total cost of more than $28,- 
200,000.000.00 to segregate the present defec- 
tive population of this country. This does not 
include the defective offsprings of normal 
parents, which will continue to form new de- 
fective strains. 

A practical solution of this vast problem 
was first attempted by the legislative body of 
Pennsylvania in 1905 when it passed an act 
authorizing sterilization, but this was vetoed 
by the Governor at that time. Indiana, in 
1907, was the first state to legalize steriliza- 
tion. California and Connecticut enacted 
similar laws in 1909. New Hampshire, New 
Jersey, and Wisconsin followed with similar 
legislation. Up to 1928, twenty-three states 
had laws providing for sterilization of the 
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mentally unfit; and thirteen states have legal- 
ized asexualization of the “imbecile, criminal, 
and rapist.” The time is probably already 
ripe for the asexualization (by which we mean 
castration, not simple sterilization), of the 
state criminal, for eugenic and physiological 
purposes, They could then be paroled after 
sufficient evidence of good behavior, without 
fear of reproduction, and in many cases, per- 
haps, without further criminal tendencies. In 
this connection, attention is called to the sub- 
duing effect upon the behavior of animals 
after castration. This operative procedure and 
its statutory law, however, must not be con- 
fused with the one now in vozue for the steri- 
lization of the mentally un‘t, as has been done 
in many states with its attending difficulties. 
The first case sterilized in a state institution 
was in California in 1910, and this state has 
continued to be the most active state in this 
preventive measure. California has sterilized 
more mental defectives for eugenic purposes 
than all the other states combined. Up to 
January, 1928, there had been 8,515 eugenic 
sterilizations done in the United States, with 
most satisfactory results, of which 5,820 were 
done in California. The records of California 
show that only a small per cent were unsuccess- 
fully sterilized, and there has not been an 
operative death since 1920, covering a series 
of more than 3,000 operations. Primary union 
was obtained in all but 6.5 per cent, and 
wound infection occurred in only 2.2 per cent. 


The State of Virginia has become active in 
this work in recent years. Up to July 1, 1930, 
599 cases had been sterilized in this state for 
eugenic purposes, with most encouraging re- 
sults. There have been no deaths, no severe 
complications, and only one failure so far re- 
corded. Many cases have had the advantage 
of having other necessary surgery done, re- 
moving pathological tissue, etc., at the time of 
the sterilization operation, which has greatly 
- improved the general health of the patient. 
Through the splendid cooperation of the sup- 
erintendents of the four state hospitals now 
doing this work, it was possible to obtain the 
information compiled in the accompanying 
chart. 

Virginia was the first state to pass a sterili- 
zation law that stood the test of the Supreme 
Court of the United States, for the framing 
of which law, credit is due Dr. J. S. DeJar- 
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nette, Superintendent of the Western State 
Hospital. On May 2, 1927, the Supreme Court 
of the United States upheld the constitution- 
ality of the Virginia law by a vote of eight to 
one, in the test case of Carrie Buck vs. John 
H. Bell, Superintendent of the Epileptic 
Colony (No. 292, October term, 1926.) 


The 
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Virginia law does not include asexualization 
of the criminal, but provides for the steriliza- 
tion of “hereditary forms of insanity that are 
recurrent, idiocy, imbecility, feeblemindedness 
or epilepsy.” With this as a precedent, other 
states may shape their laws after the Virginia 
law without fear, unless it be contrary to the 
constitution of the individual state. This is 
a long step toward race betterment, crime pre- 
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vention, and the cure of social ills, as such are 
caused, we are told, almost wholly by mental 
or moral defectives who should not reproduce 
like kind to be a burden to the state. 

In addition to the favor eugenic sterilization 
has won in America, it is now advocated in 
Belgium, England, Australia, Japan, and New 
Zealand. 

Immediate financial results to the state can 
be expected as soon as the patients are dis- 
charged or paroled, but sociological results 
will probably not be noticeable until the lapse 
of time of one or more generations, except 
perhaps with the asexualization (castration) 
of the criminal, which may show improvement, 
in behavior, regarding criminal tendencies, 
within a few years in certain cases. 

Eugenic sterilization readily commends itself 
in the light of our present educational teach- 
ings. Every boy and girl attending high 
school knows that Burbank, Davenport, and 
others achieve their successes by selecting the 
best specimens for reproduction. Farmers and 
stock breeders (since the days of Eden) have 
done the same thing to the best of their ability, 
whereas statistics show the American people 
breed chiefly from their worst, as every civili- 
zation has done since Adam, and we read their 
history only in their ruins. Let us stop the 
reproduction of the unfit and save the Nation. 
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FOREIGN BODIES IN THE URINARY 
BLADDER. 
By HORATIO N. DORMAN, M. D., F. A. C. S., Washinton, D. C. 

Foreign bodies in the urinary bladder al- 
ways present problems of interest to the urolo- 
gist. Determination of the cause of entrance 
as well as the proper method of removal often 
tax our ingenuity. The frequency of this con- 
dition, in general practice, as well as the fact 
that most patients seek relief from the family 
doctor first, would lend something of a gen- 
eral interest to the subject and make it worthy 
of our attention at this time. I shall not weary 
you with long bibliographies on the subject 
or go into any details regarding the many 
‘ases that have been reported in the past, but 
rather try to present, very briefly, the salient 
points in the symptomatology, diagnosis and 
modern methods of treatment, and, finally, 
have something to say about the cases we have 
seen. 

Foreign bodies in the urinary bladder may 
he classified under two general headings: (1) 
those formed within the body itself and (2) 
those entering the body from the outside. Cal- 
culus formations illustrate the first group. 
They will not be considered in this presenta- 
tion. The second group, namely, those bodies 
entering the bladder from the outside, comprise 
a large variety of objects which may gain en- 
trance in one of three ways, first, by accident, 
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as in traumatic penetration of the bladder 
wall. In this way pieces of wood, clothing, 
and bullets often lodge in the bladder. Second, 
those objects which gain entrance directly or 
indirectly by the hand of the doctor, These 
include catheters and filiforms which are 
broken off or cut off in the bladder together 
with such articles as suture material, gauze 
sponges and instruments left in the abdominal 
cavity at operation which later migrated to 
the bladder. Third, those objects which have 
been inserted into the urethra by the patient 
himself and have found their way through 
the urethra and into the bladder. The follow- 
ing is a partial list of articles which have en- 
tered the bladder in this way: Hair-pins, pen- 
cils, nails, tacks, pins, pipe stems, lampwicks, 
wax tapers, needles, knitting needles, fountain 
pen caps, thermometers, collar buttons, tooth- 
brush handles, onion stalk six inches long, 
sprig of wheat, matches, perfume bottles and 
chewing gum. 

The reason for self-induction of these ar- 
ticles into the urethra are: curiosity in chil- 
dren, insanity, masturbation, to relieve itching 
in the urethra, and attempts at abortion. 

Sympromarotocy: The symptoms depend 
upon the character and size of the foreign 
body as well as the length of time it has been 
in the bladder, There may be no symptoms at 
all for days or even weeks. Frequency, ur- 
gency, and pain are the more common symp- 
toms. Sharp penetrating objects produce 
blood, and freely movable objects may pro- 
duce dribbling or retention by obstructing the 
vesical outlet. Terminal pain is often marked. 
General symptoms may come on later as a re- 
sult of added infection and are manifested 
by chills, fever, sweats and general lassitude. 

Diagnosis: A correct history would usually 
be sufficient to establish a diagnosis, but it is 
noteworthy that these patients who insert a 
foreign body seldom ever tell the truth. On 
the contrary, they usually have a “cock and 
bull” story made up to mislead the examining 
doctor. Metallic objects or bodies that have 
been in the bladder for some time become 
coated with urinary salts and can be picked 
up by the X-ray. A sound will often dis- 
tinguish one of these hard stony objects. The 
cystoscope is the most accurate way of mak- 
ing a diagnosis provided it can be used. The 
cystoscope not only settles the question of the 
presence or absence of a foreign body, but by 
its use the urologist determines the character, 
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number, size, and position of the foreign body 
or bodies and is thus enabled to decide upon 
the proper method of removal. 

Comptiications: Perforations of the blad- 
der wall may occur at the time the foreign 
body enters, or, as more often happens, at a 
later date. /nfection usually occurs early and 
may arise from the foreign body itself or re- 
sult from: constant irritation between the for- 
eign body and the bladder mucosa. With the 
advent of infection the symptoms are much 
more pronounced. Jucrustation of the foreign 
body with urinary salts is the most important 
complication. This stone formation takes place 
very rapidly, in many cases, and a large cal- 
culus may form on a small foreign body, be- 
fore the patient presents himself to the coc- 
tor for relief. Turner reports a case of stone 
removed by supra-pubic cystotomy which 
measured 5x4x3 centimeters, which had a piece 
of wax as a nucleus. In one of our cases sev- 
eral moderate sized stones had formed around 
broken off pieces of a catheter which the pa- 
tient had been using on himself. 

Elongated bodies, especially if stationary, 
become incrustated very rapidly. Here the 
stony formation begins at the central part 
and extends towards the ends. Bandler, 
McFadzean, and others have reported large 
stones formed around hair-pins. Ballenger 
and Elder removed a stone formed around a 
brass pin and Walther found a large stone 
formed around the central portions of a wire 
nail, The nail itself was four and one-quarter 
inches long with each end firmly fixed in the 
bladder wall. 

TreatMENtT: The method of removal of any 
foreign body depends upon its character, size, 
and accessibility. Paraffin, chewing gum, and 
waxy substances can be removed by solvents, 
such as gasoline, alcohol, or paraffin oil. 
Lohnstein, Weiss and Carples have used this 
method successfully, A catheter is passed and 
the bladder emptied, About 150 cc. of sterile 
water is then injected to float the foreign body 
and protect the trigone. The catheter is then 
inserted a little farther and the solvent in- 
jected. After being allowed to remain thirty 
minutes the solvent is withdrawn and then 
the water. This procedure is harmless and 
may be repeated. The cystoscopic ronguer is 
the most useful instrument we have for remov- 
ing small bodies. Small stones and a great 
variety of small foreign bodies can be removed 
with this instrument. Filiform catheters can 


15 
re’ 
re, 
0! 
th 
cr 
to 
su 
at 
us 
el. 
in 
m 
ce 
is 
il 
a 
t 
t 
| 
( 
| 
( 
| 


1931] 


be grasped and withdrawn; hair-pins can be 
rouoved by grasping them at the curved end. 
Tie Young ronguer was successfully used to 
renove five of the foreign bodies in our series 
o! eight cases. The lithotrite can be used for 
tliis purpose as well as to crush stones, in- 
crustated catheters and other bodies too large 
to be removed in one piece. It was used 
successfully in two of our cases. These in- 
struments aided by the cystoscope should be 
used whenever possible for the removal of for- 
eign bodies. They are used with great success 
in the hands of the skilled urologist. By this 
method of removal, the period of convales- 
cence is reduced to a minimum and the patient 
is saved many of the expenses and discomforts 
of a major cutting operation. Open operation 
must be resorted to when the size of the for- 
eign body, or the patient’s general or local 
condition, make endovesical treatments im- 
possible, Large or impacted bodies, massive 
infection, or a strictured urethra call for open 


operation. A warning should be sounded 
against endovesical manipulations by the 


urologically untrained. 

The eight foreign bodies which we have had 
to deal with consist of one soft rubber catheter, 
two hair-pins, several pieces of a catheter 
broken off ‘in the bladder during repeated 
catheterizations, three filiforms and a portion 
of the bulbous end of a Pezzar catheter which 
had broken off. 

Of our eight cases, four were introduced by 
the doctor and four by the patient. Six were 
diagnosed by the history, five of which were 
verified by cystoscopy. One was diagnosed by 
X-ray and one by cystoscopy alone. 

Four of these foreign bodies were removed 
by Young’s lithotrite, two by the ronguer, and 
one by open operation. This case was com- 
plicated by an hypertrophied prostate and 
the foreign bodies were removed at the time 
of the supra-pubic cystotomy. Our last case, 
that of a filiform, was treated in an unusual 
way which I will describe in some detail. 

The patient, W. S., a single white man, 
sixty-eight years of age, came to the dispen- 
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sary complaining of difficulty on urination. 
Dr. Herschman treated the patient and in the 
course of his examination, the end of the 
bougie he was using broke off in the bladder 
and remained there attached to the filiform. 
The patient was sent to the ward where I saw 
him. I attempted to pass a bougie & boule, 
but was unsuccessful. I then passed a filiform 
and succeeded in dilating his stricture up to 
size twenty, by passing successive bougie fol- 
lowers. On attempting to withdraw my last 
bougie, it was noted that it hung up in the 
deep urethra and would come out only by 
exerting considerable traction. I continued to 
pull and when the distal half of my filiform 
came through the meatus it was found to be 
twisted and knotted around the old filiform 
which Dr. Herschman had lost, and which was 
found to be coiled up on itself in a crazy 
knot (Fig. 1). Examination of the speci- 
men showed the filiform, and broken off fol- 
lower tip, to be intact. Hence, no further 
treatment was necessary. 

Conciusions: 1. A large number of pa- 
tients with foreign bodies in the urinary blad- 
der can be saved a cutting operation by the in- 
telligent use of the lithotrite and ronguer. 


Fig. 1.—Knotted filiform removed from the bladder through the 
urethra, shown attached to the filiform by which it was re- 
moved. 


Name Age Foreign Body 
A. B: 14 Catheter 

R. B. 37 Hair-pin 

D. R. G. 42 Cut filiform 

H.C. 40 Tip of Pezzar cath. 
nm. A. B. 81 Pieces of catheter 
34 Hair-pin 

Ww. s 68 Filiform 


Inserted by 


Diagnosed by Removed by 


Patient Cystoscopy Lithotrite 
Patient X-ray Ronguer 
Doctor History Ronguer 
Doctor History Lithotrite 
Patient History & Cyst. Open operation 
Patient History Ronguer 
Doctor History Ronguer 
Doctor History Filiform knot 
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2. Ease of diagnoses and removal of foreign 
bodies by endovesical measures make this the 
method of choice, in most cases. 

3. The expense is less, and the time lost 
from work is materially shortened. 
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TREATMENT OF HAY FEVER.* 
By W. E. JENNINGS, M. D., Danville, Va. 

Hay fever and asthma, along with eczema, 
urticaria and a few other conditions, are found 
in individuals who are affected with allergic 
conditions which are caused by specific pro- 
teins. 

Both hay fever and asthma are constitu- 
tional rather than local conditions, although 
the local symptoms predominate. 

A great many individuals are partially 
susceptible to the pollens in the various plants, 
without, however, showing, any manifestations 
of the disease. These people go along very 
well until they are exposed to an unusual 
amount of the pollen to which they are sus- 
ceptible. Then an attack of hay fever is 
brought on, their resistance is lowered, and 
they become chronic sufferers from hay fever. 
This condition tends to become exaggerated 
until they are sensitive to a number of pollens 
that had never before given them trouble. 

In order that we may treat any disease in- 
telligently, we must first familiarize ourselves 
with the cause and the pathology. 

As stated before, hay fever is caused by the 
introduction of a foreign protein into the ‘body 
in sufficient quantities to bring about an aller- 
gic reaction, and is usually caused by the pollen 
of some weed or flower, but it may be caused 
by house dust, feathers and an infinite variety 
of common causes. 

In this connection, it might be well to state 
that the bright colored flowers have heavy 
pollen which is carried by bees and insects and 
is not wind borne. For this reason, flowers 
and golden-rod may for all practical purposes 
be disregarded as the cause of this malady. 

The most common causes are the blooms from 
the various trees in the very early spring, and 
this does not include fruit-bearing trees, 
grasses in later spring and early summer; in 
the fall the rag weed and cockleburr are prac- 
tically always the offending weed. The pollen 
from ragweed is extremely light and is car- 
ried for ‘long distances by a light wind, hence 
the wide spread number of cases from this 
cause. 


It is stated by an authority that the air up 
to an elevation of 4,000 feet is about as heavily 
polluted by the ragweed pollen as at sea level. 
Consequently, any hay fever resort under this 


*Read before the South Piedmont Medical Society, at Danville, 
Va., November 25, 1930. 
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elevation does not produce immunity from the 
disease. 

People who go to the seashore often find 
relief, but only when the wind is from the 
water and towards the land. The reason for 
this is that when the wind is coming from 
the water, the atmosphere is free from pollen. 

Once hay fever has begun the condition may 
be aggravated by a deviated septum or infec- 
tion in an antrum or sinus, and in practically 
all chronic cases there is also some bacterial 
growth and infection which further compli- 
cates the treatment. 

Before active treatment is begun, the of- 
fending pollen must be determined. This is 
done by one of several methods, but the one 
most favored is the scratch method, The in- 
ner surface of the forearm or the back are 
the locations most often used. The surface 
of the skin is cleaned with alcohol and dried. 

A series of superficial incisions are made 
usually four in a row and about one inch 
apart. The length of the incision should be 
about one-eighth to one-quarter inch in length 
and made through only the outer layers of the 
skin. Very little, if any, blood should be 
drawn. A Bard Parker or a Von Pirquet knife 
is used, Personally, I prefer the Von Pirquet 
because the incision can be made with more 
uniformity. A drop of a 1 per cent solution 
of sodium hydroxide is placed on each scarifi- 
cation and a powdered extract of the pollen 
material to be used is placed on each scari- 
fication and rubbed in. Of course, only one 
pollen extract is used on any one scarification. 

Where a reaction occurs, an urticarial wheel 
is noted. And here it takes experience and 
training to properly interpret the reaction, In 
some persons the reaction will be very marked 
and a reaction to a great many substances will 
appear. In other persons the reaction is very 
slight and occasionally absent in persons who 
are sensitive. It is in these extreme cases where 
good judgment is required. 

Another method is injection of a concen- 
trated solution of the suspected pollen into the 
superficial layers of the skin, when the reac- 
tion is noted. 

The treatment is divided into the palliative 
and curative. Only the curative treatment will 
be gone into here, as the palliative treatment 
is well known as to the methods used and is 
usually ineffective. The curative treatment 
consists of the injection of a solution of the 
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offending material into the skin until the per- 
son’s immunity is raised until an attack will 
not be brought on by coming in contact with 
the pollen to which he has been sensitive. 

The injections are usually begun, using a one 
to ten thousand solution and one-tenth of a 
cubic centimeter at a dose. In an unusually 
highly sensitive person it is usually well to 
begin with a one to twenty thousand solution. 
The treatment should be given every other day 
or every third day, increasing one-tenth of a 
cubie centimeter at each dose unless the pa- 
tient shows too much reaction. <A satisfactory 
local reaction will show redness and _ slight 
swelling, and should be about the size of a 
quarter; if the reaction is larger than half a 
dollar, too much or a too strong solution is 
being used. When nine-tenths of the one to 
ten thousand solution has been reached, we 
then begin with one-tenth of a cubic centi- 
meter of a one to five thousand solution, and 
this is run up to nine-tenths, after which we 
change to a one to one thousand solution and 
go up to nine-tenths of a cubic centimeter. 
When this dose is reached, this is kept up 
about once a week until the time for that par- 
ticular patient’s hay fever to begin. 

To get the best results this treatment should 
begin at least three months before the expected 
time for the patient’s hay fever. 

As stated before, there is practically always 
some local infection present with this condi- 
tion, and for this reason the results will be 
better if a course of treatment is given by 
using a vaccine made from the germs most 
prevalent in the nose and throat. Here it is 
better to begin with a small dose and gradually 
increase until a large dose does not produce 
a severe reaction. So far as practical results 
are concerned, it does not seem to make a great 
deal of difference whether stock or autogenous 
vaccines are used. 


Miscellaneous 


“Tuberculosis, the Foe of Youth,” the Cam- 
paign Slogan of The Virginia Tuberculosis 
Association. 

New knowledge regarding tuberculosis en- 
ables the Virginia Tuberculosis Association 
to begin this Spring an intensive effort to 
fight tuberculosis in the sector of youth, for 
the 1,400 tuberculosis associations of the United 
States are this year dealing with the subject 
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of this disease as a menace to the young boys 
and girls. Despite the general reduction in 
mortality from this disease in the past twenty 
years, it has the high death rate of 120 per 
100,000 in the age group of twenty to twenty- 
four, while among the population as a whole 
the rate is only seventy-six. Tuberculosis still 
kills more persons between eighteen and thirty- 
. five than any other disease, and a great part 
of the reduction in the general death rate is 
in the group of children from five to fourteen 
years of age, while from fifteen to nineteen 
years the rate is seventy-two—even less than 
the general rate for all ages. The mortality 
is much greater, therefore, between twenty and 
twenty-five than between fifteen and twenty, 
and begins a very gradual decrease from 
twenty-five to thirty and comes down more 
rapidly after about thirty-five years of age. 

As it has been found where extensive study 
of high school groups has been made that boys 
and girls who are active in high school work, 
leaders in athletics, and apparently in good 
health, have actually tuberculosis smoldering 
within them, soon to break into flame, the em- 
phasis in this educational campaign will be 
placed upon the disease as a foe to this group. 

Talks will be made, moving pictures shown, 
thousands of pamphlets distributed and_pos- 
ters displayed. The posters picture David and 
Goliath—*For he was but a youth” ‘ 
yet he slew Goliath and today he can 
conquer, with Knowledge, his enemy, tubercu- 
losis. 

Everywhere the Virginia Tuberculosis Asso- 
ciation is conducting this campaign young peo- 
ple are being urged to see their doctors, so that 
with the modern means of tuberculin test and 
X-ray the foe of youth may be discovered and 
controlled. The Virginia Tuberculosis Associa- 
tion appeals to the medical profession to aid 
the youth of Virginia. 


Proceedings of Societies 


The Southwestern Virginia Medical Society 

Held its Spring meeting in Wytheville, 
March 18th and 19th, in cooperation with the 
Department of Clinical Education of the State 
Society. The meeting was well attended and 
interesting voluntary papers were presented 
by members—Drs. B. IF’. Eckles, Galax, T. K. 
McKee, and R. D. Campbell, of Saltville, G. 
Hunter Wolfe, Abingdon, and A. P. Jones and 
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W. W. S. Butler, of Roanoke—in addition to 
those by the invited guests. There were som: 
changes in the guests from names appeariny 
on the printed program, Dr. J. E. Wood, Uni- 
versity, substituting for Dr. D. C. Smith, and 
Dr. L. T. Royster, also of University, substi 
tuting for Dr. John A. Hornsby. Dr. Joh: 
A. L. Kolmer, Philadelphia, was the third 
guest. 

Dr. E. G. Gill, Roanoke, president, pre- 
sided, and Dr. J. G. Davis, Jr., Christians- 
burg, substituted for the secretary, Dr. A. M. 
Showalter, who was unable to attend. The 
Society will hold its next meeting at Marion, 
Va., in September, 1931. 


The Wise County Medical Society 

Held its regular meeting on March 4th, at 
the Virginia Coal Operators’ Assembly Room, 
Norton, Va. Dr. 8S. P. Gardner, Arno, presi- 
dent, presided. A paper on “Retrospect of 
Fifty Years’ Practice” was presented by Dr. 
W. B. Barham, of Big Stone Gap. The prin- 
cipal business at this meeting was the annual 
election of officers, which resulted as follows: 
President, Dr. J. G. Bentiey, Blackwood ; vice- 
presidents, Drs. T. J. Tudor, Norton; A. W. 
Lowman. Stonega, and C. H. McFarlane, Dun- 
bar; secretary-treasurer, Dr. W. R. Culbert- 
son (re-elected), Norton. 


The Southside Virginia Medical Association 

Held its regular quarterly session, in con- 
junction with the Department of Clinical Edu- 
cation of the Medical Society of Virginia, at 
the Central State Hospital, in Petersburg, Va., 
March 10th. The program consisted of a sym- 
posium on mental diseases with Dr. William 
A. White, of Washington, D. C., as leading 
speaker. All the papers on the program were 
read and fully discussed. At the conclusion 
of the program, the visitors were tendered a 
delightful dinner by Dr. Henry and his staff. 

Short talks were also given by Dr. J. A. 
Hodges, Richmond, president; Dr. I. C. Har- 
rison, Danville, president-elect; and Dr. G. F. 
Simpson, Purcellville, chairman of the Com- 
mittee on Public Relations of the Medical So- 
ciety of Virginia. 

This was considered the best meeting in the 
history of the society, there being an attend- 
ance of 150. The general desire was expressed 
that the society meet at the Central State Hos- 
pital each year in March. 

Dr. Ruth Mason, Petersburg, is president 
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of this society, and Dr. R. L. Raiford, Frank- 
lin, secretary. 
Arlington County Medical Society. 

At the last meeting of this Society, Dr. 
John H. Gilligan, Clarendon, was elected presi- 
dent, and Dr, B. H. Swain, Ballston, was re- 
elected secretary. 

Patrick-Henry Medical Society. 

Officers of this Society elected for the year 
1931 are: President, Dr. H. G. Hammond, 
Martinsville; vice-president, Dr. W. 
Thomas, Martinsville; and secretary-treasurer, 
Dr. W. N. Thompson, Stuart. 
Alleghany-Bath County Medical Society. 

At the last meeting of this Society in Clifton 
Forge, Va., February 26, Dr. J. Allison 
Hodges, President of the Medical Society of 
Virginia, gave an address on Federal and State 
Control of Medicine and the ramifications 
thereof. This Society meets every two months. 
Dr. B. R. Hudnall, Covington, is president; 
Drs. R. A. Warren, Hot Springs, and W. M. 
Revercomb, Clifton Forge, vice-presidents, and 
Dr. R. P. Hawkins, Jr., Clifton Forge, secre- 
tary. 

The Lee County Medical Society, 

At its annual meeting on March 23rd, elected 
Dr. C. H. Henderson, of Bonny Blue, as presi- 
dent, and re-elected Dr. W. J. Innes, of Pen- 
nington Gap, as secretary-treasurer. Meetings 
are held monthly. It is expected that a greater 
interest will be manifested in the meetings now 
that the new Lee County Hospital has recently 
been opened at Pennington Gap. 

The Loudoun County Medical Society 

Held its regular meeting on March 17th, at 
the home of Dr. William Meyer, in Herndon, 
Va. The principal matter receiving attention 
at this time was a continuation of the discus- 
sion of the action of the Board of County 
Supervisors, which was taken up about the 
close of the February meeting. Dr. G. F. 
Simpson, Purcellville, is president, and Dr. 
W. O. Bailey, Leesburg, secretary. 


Woman’s Auxiliary, 
to the 


Medical Society of Va. 


Wonderful Work Accomplished by Norfolk 
Auxiliary. 
It has been definitely proven that when the 
Norfolk County ladies undertake a work they 


can accomplish something really worthwhile. 
This is demonstrated by the wonderful results 
achieved in their latest project. 

The Woman’s Auxiliary to the Norfolk 
County Medical Society planned to have a card 
party on February 13th to raise at least $600 
of the amount sought in Norfolk for the Tide- 
water Tuberculosis Hospital. They worked so 
hard and so well that they secured about 1,300 
participants and the party had to be held in 
three sections—one in the morning, and two 
in the afternoon at different places. Prizes 
were given at each table and several door prizes 
were awarded. Candy and decks of cards 
were sold at all the parties, with the result 
that by early in March, the Auxiliary had in 
bank $1,591.70 from the three parties, with a 
little more still to come in, as the final report 
was not to be had until the executive board 
meeting on March 31st. 

Mrs. W. P. McDowell, president of the 
Auxiliary, appointed various committees to 
have charge of arrangements for the party. 
In addition to this, the membership of the 
Auxiliary was divided into fourteen teams, 
each having a captain and a lieutenant. 

The wonderful results accomplished meant 
that not a few but practically all members of 
the Auxiliary had to work and work hard, but 
we are sure they feel fully justified for the 
service given. So important did the Norfolk 
newspapers consider this event, that they gave 
much space to announcements and featured it 
with the publication of photos of a number 
of the ladies sponsoring the project. 

State Executive Board Meeting. 

The Executive Board of the Woman’s Auxi- 
liary to the Medical Society of Virginia had 
its mid-winter meeting at the home of the 
President, Mrs. J. Allison Hodges, Richmond, 
on February 28th. All but two members of the 
Board attended. 

At this time, Mrs. William F, Drewry, Rich- 
mond, was appointed chairman of a Public 
Relations Committee to cooperate with that 
of the State Medical Association. 

Two points especially stressed at this meet- 
ing were: Education in public health matters, 
and the need of trying to organize new auxi- 
liaries in Virginia, there being only a few 
active ones at this time. 

It was stated that there is now in progress 
an intensive campaign for subscriptions to 
Hygeia, and that this will continue through 
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the month of May. The circulation manager 
of Iyqgeia has offered the auxiliaries $1.50 of 
each new $3.00 subscription to the magazine 
during this campaign. Mrs. R. N. Herbert, 
1509 Stratton Avenue, Nashville, Tenn., is 
chairman of the National committee in charge 
of /ygeia subscriptions. 

Last year, the Virginia Auxiliary, under the 
able chairmanship of Mrs, Charles Phillips, 
310 Summerset Avenue, Richmond, netted quite 
a neat sum from the commissions on the 
Iygeia subscriptions. As chairman again this 
year, she will be glad to offer any assistance 
possible to local auxiliaries. One of the aims 
of this committee is to get /Zyqgeia in every 
school and library in the State. Some auxi- 
liaries use the commissions received for sub- 
scriptions to send copies of the magazine to 
schools unable to subscribe. 


Interesting Work of the Kentucky Auxiliary. 

The Woman’s Auxiliary to the Kentucky 
State Medical Association selected as a major 
objective for this year the furtherance of the 
Jane Todd Crawford Memorial. The idea of 
that Auxiliary is to invite each woman, grate- 
ful for the benefits of abdominal surgery, either 
for herself or some loved one, to contribute 
$1.00 to the fund. The Kentucky Committee 
in charge of this memorial was organized and 
started work December 9, 1929. 


Following the meeting of the Southern 
Medical Association in Louisville, last Fall, 
members motored to Frankfort, for the pur- 
pose of attending the unveiling at the State 
Capitol of a statue of Ephraim McDowell, the 
“Father of Ovariotomy.” Mrs. Jane Todd 
Crawford, was the first patient upon whom 
Dr. McDowell performed an ovariotomy, and 
for this reason is called the “heroine of ova- 
riotomy.” Therefore, the Kentncky Auxiliary 
wishes to honor her also, It shouid be a 
matter of especial interest to Virginia women 
that Mrs. Crawford was a native of Virginia 
as was also Dr. McDowell, both having been 
born in Rockbridge County, this State. Any 
one wishing to make a contribution to this 
fund should send it to Mrs. William C. Dugan, 
Clark, Ky. 


The Truth About Medicine 


In addition to the articles enumerated in our 
letter of January 31st, the following have been ac- 
cepted: 


Health Products Corporation 

Marine Liver Extract (White) 
Schering Corporation 

lopax 

The following articles have been exempted and in- 
cluded with the List of Exempted Medicinal Articles 
(New and Non-official Remedies, 1930, p. 477): 
Chas. Pfizer & Co. 

Cinchopher—Pfizer 
G. D. Searle & Co. 

Ampules Sod'um Thiosulphate (Searle) 5 

Ampules Sodium Thiosulphate (Searle) 10 e.c.+- 


NEW AND NON-OFFICIAL REMEDIES 

The following products have been accepted by the 
Council on Pharmacy and Chemistry of the Ameri- 
ean Medical Association for inclusion in New and 
Non-official Remedies: 

Procaine Borate.—A borate formed by the inter- 
act-on of p-aminobenzoyl-diethylaminoethanol (pro- 
caine base) and boric acid. It contains 58.1 per cent 
of p-aminobenzoyl-diethylaminoethanol Procaine bo- 
rate closely resembles procaine hydrochloride in its 
actions and uses. When injected subcutaneously, 
procaine borate exerts a prompt and powerful anes- 
thetic action. It is non-irritant. Its action is en- 
hanced by the addition of a small amount of epine- 
phrine, as in the case of procaine hydrochloride. 

Procaine Borate—Searle.—A brand of procaine bo- 
rate—N. N. R. It is also supplied in the form of 
ampules procaine borate and epinephrine 1 c.c., con- 
taining procaine borate—Searl 0.0216 Gm. and epine- 
phrine 0.00017 Gm. in 1 ce. G. D. Searle & Co., 
Chicago. 

Liver Extract—Fairchild—A complete concentrate 
of an aqueous extraction of fresh edible liver, freed 
of connective tissue, lipoid, and heat coagulable pro- 
tein. It is marketed in vials, each containing the 
material derived from 100 Gm. of fresh liver. Liver 
extract-Fairchild is used in the treatment of per- 
nic:ious anemia. Fairchild Bros. & Foster, New 
York. (Jour. A. M. A., February 14, 1931, p. 529). 

Marine Liver Extract—White—A liver extract 
representing the water soluble fraction obtained 
from the livers of fish of the Gadus family in a gly- 
cerol-water solution. 190 ¢.c. represents fresh liver, 
3,027 Gm. (1 fluid ounce represents 2 pounds avoirdu- 
pois). Controlled clinical observations show that in 
pernicious anemia rapid improvement may be ex- 
pected following the administration of marine liver 
extract—White. Health Products Corporation, New- 
ark, N. J. 

Pollen Extracts—Arlico.—The following pollen ex- 
tracts—Arlco (New and Non-official Remedies, 1930, 
p. 29), have been accepted: Grass Mixture No. 1, 
Pollen Extract—Arlco; Grass Mixture No. 2, Pollen 
Extract—Arlco; Grass Mixture No. 3, Pollen Ex- 
tract—Arlco; Ragweed Dwarf and Giant Mixture 
Pollen Extract—Arlco; Ragweed Mixture Plus Bur- 
weed Marsh Elder Pollen Extract—Arlco; Spiny 
Amaranth Pollen Extract—Arlco; Western Water 
Hemp Pollen Extract—Arleo. Arlington Chemical 
Co., Yonkers, N. Y. (Jour. A. M. A., February 21, 
1931, p. 613). 


PROPAGANDA FOR REFORM 

Atrophy of the Liver Due to Cinchophen Prepara- 
tions.—When cinchophen was introduced into thera- 
peutics (reinforced by the trade name ‘“Atophan’’— 
the tophi remover), its striking effect on the elimi- 
nation of uric acid captured the clinical imagina- 
tion. It was soon seen, however, that Atophan be- 
lied its name for the tophi refused to be removed. 
The drug was found, however, to be an effective 
analgesic. Various esters and derivatives were ad- 
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yertised extensively for the benefit of those who do 
1 ot like the flavor of cinchophen and for the benefit 
¢ the manufacturers who could establish a 
monopoly on each little change. Cinchophen be- 
a household remedy in the belief that 
it could do no harm. In 1923 evidence became 
available that the drug was causing fatal hepatitis. 
Since there are many other analgesics about as ef- 
fective as cinchophen in many cases, and without 
this insidious danger, the use of the drug should be 
avoided whenever possible. Unfortunately, this is 
not simple, for a physician may be easily led into 
prescribing cinchophen when he does not know it. 
He may avoid it under the official names of cincho- 
phen and neocinchophen or the original, therapeuti- 
cally misinforming names of Atophan and Novato- 
phan, but can be expected to keep in mind all the 
noninforming names which manufacturers invent? 
This illustrates the importance of the rule of the 
Council on Pharmacy and Chemistry which permits 
not more than one trade name—that applied by the 
discoverer. The rule protects those that use New 
and Non-official Remedies but can do little for 
others. The case is even worse for the patent medi- 
cines that are advertised to the public. While phy- 
sicians, now that they have been warned, will re- 
strict the use of cinchophen and watch for the first 
signs of danger, cinchophen preparations may be 
sold to the public in mixtures of secret composi- 
tion. (Jour. A. M. A., August 2, 1930, p. 345). 


Intoxicating Effect of Acetylsalicylic Acid and Coca- 
Cola.—A physician reports that young people in his 
community are using from 15 to 20 grains of acetyl- 
salicylic acid (aspirin), dissolved in the soft drink 
Coca-Cola, as an intoxicating beverage. The effects 
are due chiefly to central depression caused by the 
acetylsalicylic acid fortified possibly by a direct 
central stimulant action of caffeine and other con- 
stituents present in Coca-Cola. The actions of 
acetylsalicylic acid are similar to those of small 
doses of alcohol, or of a weak alcoholic beverage or 
of the barbitals or bromides. When acetylsalicylic 
acid is taken with a beverage like Coca-Cola, ad- 
vertised for its exhilarating effects, which may be 
caused by a direct central stimulation by caffeine or 
other constituents of the latter, it is easy to see how 
the effects of one can be fortified by the other. The 
continued use of such a medicated beverage may re- 
sult in undesirable effects of the same general nature 
as those of narcotic habituation. Here is a most in- 
sidious evil, the re-enforcement of a popular and 
highly advertised beverage by a well advertised drug, 
both long suspected of dangerous tendencies. (Jour. 
A. M. A., November 1, 1930, p. 1366). 


The Etiology of Ginger Paralysis.—Within the 
past year a peculiar form of paralysis has afflicted 
many persons, particularly throughout the Mid- 
western or Southwestern states. Evidence has ac- 
cumulated that the malady is closely associated 
with the drinking of fluidextract of ginger. The 
latter has been sold extensively since the introduc- 
tion of the Volstead Act, for beverage purposes, be- 
cause of a ruling of the Prohibition Bureau to the 
effect that the official fluidextract of ginger is a non- 
potable beverage, thus removing the restriction 
from its sale. It was concluded from the evidence 
that an adulterated and poisoned product was being 
circulated last winter. An investigation was under- 
taken by the United States Public Health Service 
and this has shown that the paralysis was caused 
by tricresyl phosphate present in some fluidextracts 
of ginger as an adulterant. (Jour. A. M. A., No- 


vember 29, 1930, p. 1672). 
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Book Announcements 


A Century With Norfolk Naval Hospital. 1830-1930. 
A Story of the Oldest Naval Hospital, the Medical 
Department of the Navy, and the Progress of Medi- 
cine through the Past One Hundred Years. By 
RICHMOND C. HOLCOMB, M. D., F. A. C. S., Cap- 
tain, Medical Corps, U. S. Navy. Printcraft Pub- 
lishing Co. Portsmouth, Va. 1930. Octavo of 543 
pages with 42 Illustrations. Cloth. Price, $6.50. 


As this book is so intimately connected with 
the Medical History of Virginia—a subject in 
which we are all particularly interested at this 
time—it should have an especial appeal for 
Virginians and medical men interested in the 
history of this State. The author, Captain 
Richmond C. Holcomb, M. C., U. S. Navy, has 
served thirty-one years in the Navy, thus well 
fitting him to tell the history of one of its 
oldest hospitals. In reading this book, one 
comes in intimate contact with lives of men 
who have gone devotedly about their tasks 
anywhere over the seven seas that. their duties 
may have taken them. With its assistance, one 
can search out the battles fought against com- 
municable diseases largely in hospitals and 
laboratories, sans the spectacular, but never- 
theless, assuring better health and longer ex- 
pectation of life to posterity. One may also 
trace the vicissitudes of that great Tidewater 
Port—the natural outlet of the South. This 
would be an attractive addition to any doctor’s 
bookshelf. 


A Textbook of Laboratory Diagnosis. With Clinical 
Applications for Practitioners and students. By 
EDWIN E. OSGOOD, M. A., M. D., Assistant Pro- 
fessor of Medicine and Biochemistry, Director of 
Labcratories, University of Oregon, School of Medi- 
cine, Portland, Oregen; and HOWARD D. HAS- 
KINS, M. D., Professor of Biochemistry, University 
of Oregon, School of Medicine, Portland, Oregon. 
Philadelphia. P. Blakiston’s Son & Co., Ine. 1931. 
Octavo of 475 pages. With Twenty-one Figures in 
the Text and Six Colored Plates. Cloth. Price, 
$5.00 net. 


The Letters of Dr. Betterman. By CHARLES ELTON 
BLANCHARD, M. D., Author, Betterman II, on the 
Business of Medicine, Our Altruistic Individualism, 
etc. A Wise Success-Seeker Profits by the Experi- 
ence of Those Who Have Camped Along the Trail 
Before Him. Medical Success Press. Youngstown, 
Heap 1931. Octavo of 157 pages. Paper. Price, 

1.00. 


Frontier Background of Washington’s Career. Wash- 
ington, the Man of Mind. Tributes to Washington. 
Washington the Farmer. Edited by Dr. Albert Bush- 
nell Hart. Authorized by the Congress of the United 
States. Published under the direction of George 
Washington Bicentennial Commission, Washing- 
ton Bldg., Washington, D. C. Pamphlets may be 


obtained upon request. 
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Editorial 


The Story of San Michele. 
The publishers announce that the correct 
pronunciation of San Michele is San Me-Kay- 
lay and that the prounciation of Dr. Munthe’s 
name is Axel Munt-e. Dr. Munthe is still liv- 
ing and is now over seventy years of age. He 
is Swedish and a physician. Reading the book 
we find that he has an intimate knowledge of 
continental Europe, that he was a great lover 
of birds, dogs, and other animals, that he prac- 
ticed medicine with a leaning toward neuro- 
psychiatry in both Paris and Rome, that he 
was a collector of objects of art, a man edu- 
cated in medicine, zoology, literature, and his- 
tory, an adventurous traveler, an egotist, a 
cynic, a humanitarian and a satirist and what 
concerns us in this review especially, a writer 
of exceptional ability. 

A lady who knew Dr. Munthe personally 
and one who had a personal interview with 
him depict him as being cultured, courteous 
and personally modest and as having almost a 
mania for the establishment of bird sanctu- 
aries. San Michele is, they say. as beautiful 
and as attractive as he pictures it. He is said 
to detest telephones, being photographed, 
wealthy Americans and those who are cruel 
to animals. 

Many reviews of the book have been pub- 
lished, some of them by world-wide-known 
critics. All of them were complimentary, but 
inadequate in comprehension and in interpre- 
tation. This article has the same faults. It 
may be that the book, as a book, is unreview- 
able. “The Story of San Michele” is no story, 


but a series of observations, anecdotes and in- 
stances disjointed in time, place, and circum- 
stance. Still, the book reveals much of the 
man, of his mind and of his time. 

Why, then, should this book, which’ the 
publishers say they did not particularly adver- 
tise, mount up by its own momentum to a 
forty-eighth edition and become the world’s, 
non fiction, best-seller? Why should this book 
have a wide appeal to large classes of people 
of various countries? Why should those 
hawks, the critics, be so lavish in its praise 

Let us consider for a moment some of the 
books of the past that attained phenomenal 
circulations. We are thinking of single books 
of compartively unknown authors and not a 
work of some great author. 7'ri/by swept the 
reading world because of the mystery of the 
character of the hypnotist, Svengali, and 
the appeal of the friendship of Teddy, the 
Laird and Little Billee. The awe of the occult 
and the security of friendship were compared. 
It is hard to say why /f Winter Comes had 
such vogue. Its characterizations were attrac- 
tive, but not particularly fine or strong, but it 
did stir our sympathy for the bashful blunder- 
ing man who had considerable force concealed. 
Trader Horn’s success resembles somewhat that 
of the book we are discussing. It also had the 

appeal of glamourous adventure told convine- 
ingly by one who seemed to know. Zhe Bridge 
of San Lois Rey was the story of human love; 
of the love of God for man, of that of the 
priest for the people, of brother for brother, 
of mother for daughter, of an old roué for 
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a waif. Two things in common had all of these 
books, one is that each book seemed to con- 
tuin all that the author had to write and an- 
other is that they appeared sincere. But the 
main thing is that they were different from 
oiher books of their day. In spite, however, 
ot everything that may be said, one cannot 
explain, or fail to be astonished at their vast 
popularity. There is a chord in human nature 
which when struck at the psychological moment 
reverberates throughout the world. None of 
these books, however, have remained popular 
or standard and it is safe to predict that “The 
Story of San Michele” will follow their fate. 

The author of “The Story of San Michele” 
says it is not an autobiography nor the record 
of personal cases. In a sense we shall have 
to accept what he says, but, on the other hand, 
it must be true that his experiences are auto- 
biographical and that his cases are elaborations 
of the histories of real patients. We suspect 
that he did this—he had an experience and in 
order that it be made into a “story” he has not 
hesitated to color and exaggerate it, to bring 
in imaginary incidents and to place it in at- 
tractive or gruesome surroundings. We may 
also believe that he had or knew of certain 
cases and that he took these cases, eliminated 
such symptoms as he wished, supplied others 
from another case or from his general knowl- 
edge and that he, thus, built up a case. Take, 
for instance, the story of the English woman's 
illegitimate son, or of the harlot and her dying 
child and the cases of the illness of the young 
wife of the old drunken doctor in Rome and 
that of the hysterical girl in Charcot’s clinic. 
The circumstances at the home of the latter 
case, the description of the parents at the hos- 
pital in Paris and the dramatic ending all 
sound fictional. The interview with Charcot 
in which Dr. Munthe was dismissed from Sal- 
petriere may have been entirely fictional, but 
if not his dismissal was prebably due to other 
causes. Here let ‘us read what Charcot’s son 
says of this experience. 

“Editor The New York Times Book Review: 

I have received today a cutting of the New York 
Times Book Review of November 30, 1930, including 
a review by Margaret Wallace, on “Memories and 
Vagaries,” by Axel Munthe. 

In this review it is mentioned that “Dr. Munthe, as 


every one now knows, is a Swedish doctor, trained in 
France, under Charcot and Pasteur.” Without con- 


testing the literary and imaginative qualities of Dr. 
Munthe, I can certify that Dr. Munthe never was 
trained by my father, Professor Charcot, and most 
likely not by Pasteur. He may, during his stay in 
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Paris, where he was never known as a distinguished 
specialist in the treatment of nervous diseases, have 
followed, as hundreds of others, some courses of Char- 
cot, incidentally, but he was not trained by him and 
certainly never had the intimacy of which he boasts. 
Dr. Munthe is unlucky in the data he chose. I was, 
myself, a student at the Salpetriere then, and can cer- 
tify that he was not one of his students, and that my 
father never knew him. All he says concerning Pro- 
fessor Charcot is false or literally translated from a 
mendacious book written by a French author who was 
incapable of passing his examination. The same con- 
cerning his stay in the wards of Dr. Tillaux, when he 
described himself as having played a prominent part 
during the memorable visit of our great Pasteur to 
the twelve (and not six) Russian peasants bitten by 
mad wolves. I was assistant to Tillaux, and the scene 
Dr. Munthe descr:bes when he offered a cup of milk 
to one of the Russians was not played by him, but 
by myself, with a cigarette. 

I would net have taken the liberty of troubling you 
with my broken English if Dr. Munthe (well known 
in Sweden, as I ascertained myself this summer, as 
very . . . imaginative and a self admirer), did not 
describe my father under colours absolutely false. He 
shows him as a hard man; in truth the prominent 
features of his character were an unlimited kindness, 
a nearly pathologic sensibility and an unbounded 
pity, not only for the :-ufferings of mankind but also 
for those of all animals 

Frequently he quoted the verses of Shakespeare, 


‘And the poor beetle which we tread upon, 
In suffering finds a pang as great as when a giant 
dies.’ 


With other quotations of the same author which he 
knew by heart, these verses were written by himself 
on the walls of his library and I read them there still, 
whilst writing, this letter. 

Neuilly-sur-Seine. 

Charcot was hardly as gross as this Swedish 
doctor paints him, There is a tinge of revenge 
in the author's treatment of this great French 
neurologist who, besides his contributions to 
our knowledge of hysteria, described amyo- 
trophic lateral sclerosis of the spinal cord, 
specific trophoneurotic swelling of the joints, 
known to this day as “Charcot joints,” and 
advanced neurology in many respects. 

With the exception of the Charcot incident, 
Dr. Munthe makes himself the hero of every 
story. the prime mover in every incident, the 
great physician, the wonderful understander 
of that enigma—woman, the lover and the sal- 
vator of all the lower creatures that crawl upon 
the earth as well as of the humble and most 
distressed of the human species and the su- 
preme judge of morals, sciences, arts, peoples, 
and policies, mundane and otherwise. Such 
delightful egotism as that shown in “The Story 
of San Michele” has rarely been elsewhere ex- 
hibited. 

On the other hand the stories are wide 
thrown and well told. In fact, they are told 
with a literary flamboyancy and with stark 
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realism or with a genuine pathos so that they 
in turn visualize for us, catch our imagina- 
tions, horrify us or stir our deepest sympa- 
thies. Much of the writing is great writing 
and the book is written with a pen dipped into 
wells of historical, cultural, scientific, philo- 
sophical, psychological, and human knowledge. 
Besides this, the man appreciates the beautiful. 
But it is hard to understand the terrible fas- 
cination dead bodies seem to have for him. He 
embalms them with the pride of an under- 
taker. He is positively ghoulish in his many 
descriptions of the dead—take, for instance, his 
trip to Sweden with the body of the young 
man and his arrival there with that of the 
Russian general. 

As an example of his style and writing, 
read his interview with the old drunken doctor 
in Rome and the doctor’s wife and the descrip- 
tion of spring at San Michele. 

Medically, Dr. Munthe had a good under- 
standing for his day and time. His deserip- 
tion of various epidemics is interesting. His 
appreciation of the value of massage is years 
ahead of his time. Had other doctors appre- 
ciated this, as Weir Mitchell also did, the 
chiropractor and the osteopath would never 
have come into their dangerous existence. An 
eminent physician associated ,with Weir 
Mitchell at this period has said that he had 
never heard of Dr. Mitchell’s sending Dr. 
Munthe patients. Munthe may have been a 
sympathetic and an intelligent practitioner in 
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spite of his furthering the development cf 
colitis which, by the way, has been followe:| 
by neurasthenia, blood pressure disturbance, 
over-removal of tonsils and teeth and by those 
sex difficulties which give birth to the over- 
enthusiastic use of psychoanalysis. 

The last chapter of the book is like the boo« 
of Revelations in the Bible. One cannot con- 
prehend it or understand why it was appended, 

The writer has the habit, just after finish- 
ing a book that has moved him to a greater or 
lesser extent, of writing briefly in the back 
of the book whatever impression it has im- 
mediately made. We shall close by copying 
what was written in pencil in the book of “The 
Story of San Michele :” 

“He had ideas, such as all of us have—but 
he stretched his ideas here and he broadened 
them there and all of them he adapted to his 
story. He stripped some of these ideas stark 
and nude, but not many; some he twisted into 
odd, laughable or whimsical shapes; some he 
turned wrong side out, but most of them he 
dressed up quadily, fantastically, cosmeti- 
cally. Thus truth and fabrication, the delicate 
and the sordid, the ugly and the lovely, the 
real and the dramatic are all mixed up and 
strewn for our delight over these colorful pages 
by a most interesting egotist who probably 
possesses a Jehovah complex.” 

After mature reflection this first impression 
shall not be corrected. 

Bevertey R. Tucker. 


President’s Message 


Formerly, our State Society has exercised 
only two functions, scientific and business. 
Latterly, to these has been added another, 
which is educational in character, and is ad- 
ministered through The Department of Clini- 
cal Education, the Society’s principal educa- 
tional agency. 

More recently, following the original plan 
outlined for this Department at its initiation 
in 1928, two other subsidiary educational 
methods, which will be put into operation 
gradually, have been arranged for enlarging 
and enforcing this educational work. 

The circle of education, as arranged by the 
Society, and as now completed, embraces, then, 
the continuing education of the practitioners 


in their own communities under the direction 
of The Department of Clinical Education, the 
education of special groups under the guid- 
ance of the Joint Committee on Prenatal and 
Postnatal Instruction, and the education of 
the public through The Joint Committee on 
Public Health Education, thus contemporane- 
ously teaching medicine to its members and 
health to the people. 

In presenting the resolutions to the Coun- 
cil for the appointment and future work of 
this latter committee, the President of the So- 
ciety spoke in part as follows: 

“Finally, our State Society, if it would at- 
tain the summit of its usefulness, must logically 
benefit not only its own members, but, also, 
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orrectly educate the people at large. Hitherto, 
we have not influenced public opinion by par- 
ticipation in cooperative contact with lay or- 
ganizations, and now, our profession through 
organized medicine, must seek leadership, and 
by correctly educating the public in personal 
and public health measures, earn its coopera- 
tion. 

“As generous minded as we always have 
been in our private professional work, we have 
yet been notably parsimonious and of a frugal 
mind in our public relations with the people, 
who are our patients. 

“We have not stopped to explain what we 
are striving to do, and our thoughts and pur- 
poses have not been understood, and often have 
been misinterpreted. 

“Dr. Charles B. Reed, of Chicago, says, ‘Our 
scientific discoveries have stored up for us a 
vast fund of knowledge. This is not for us 
to keep and conceal for our private uses, but 
it must be imparted to the public for its wel- 
fare and betterment. This promotion and dis- 
semination of medical knowledge is one of our 
most important factors, and one of the So- 
ciety’s greatest opportunities.’ 

“The people at large ‘will little note, nor 
long remember’ what we do personally, but 
they cannot forget, if they know something of 
our work as a profession and its dominant 
spirit, and understand what we are attempt- 
ing to do for their continued health and hap- 
piness. 

“Individualism in the practice of medicine 
is passing, and a new and larger field of serv- 
ice is opening before us. 

“To envision and stabilize the future, to se- 
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cure the proper understanding of professional 
aims by the public, to teach health, to abate 
quackery as far as humanly possible, and to 
inform correctly the public, there is but one 
remedy, and that is education, properly con- 
ceived and correctly given. Surely, we as the 
guardian profession of health, will not falter 
nor fail in such a high purpose and honorable 
duty, and should now resolve to do our part, 
individually and collectively, for our profes- 
sion, because it has done far more for us, than 
any of us has ever done for it. 

“Education of the people plus continued 
education of the doctors equals State Health, 
the surest guarantee for the future against 
socialized medicine, Federal methods, or rank 
charlatanism. We, as a profession, must face 
this issue in time—either we can help, or we 
‘an unworthily dodge the responsibility. 

“It is easy enough to broadcast health 
knowledge, but it is difficult to arouse an in- 
terest that will apply this knowledge to per- 
sonal use. 

“With this new concept of an old subject, it 
should be an inspiring task for us to direct and 
enforce this knowledge, for doctors can no 
longer afford to stand idle on the sidelines 
of progressive science. 

“As a profession, we need a shift in medical 
thinking in order to meet properly many of 
the problems in this changing and challenging 
era. We must no longer simply coddle our 
fears, but be ready to present factual conclu- 
sions. 

“We must be prepared.” 

J. Atiison Hopers, M. D., 
President, Medical Society of Virginia. 


Department of Clinical Education 
OF THE MEDICAL SOCIETY OF VIRGINIA 


Prenatal and Postnatal Instruction. 

The Committee of six representing equally 
the Medical Society of Virginia, the Medical 
College of Virginia, and the University of Vir- 
ginia, the organization of which was proposed 
to the Department of Clinical Education of 
the Medical Society by Dr. W. T. Sanger, 
President of the Medical College of Virginia, 
and approved by the Department at its meet- 
ing on December 11, 1930, held its first meet- 
ing January 20, 1931, in the offices of the 


Medical Society, West Grace Street, Rich- 
mond. The following members of the Com- 
mittee were present: From the Department 
of Clinical Education, Drs. I. C. Harrison and 
J. W. Preston; from the Medical College of 
Virginia, Drs. Manfred Call and L. E. Sut- 
ton; from the University of Virginia, Dr. 
Carroll Flippin. The only absent member was 
Dr. Royster of the University, who was un- 
able to attend on account of sickness. Others 
present were Dr. J. A. Hodges, President, and 
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Miss Edwards, Secretary-Treasurer, of the 

Medical Society; Dr. Sanger, President, and 
Dr. Baughman, of the Medical College of Vir- 
ginia; Dr. Bagby, of the State Department of 
Health; Mr. Zehmer, Director of the Univer- 
sity of Virginia Extension Department, and 
Mr. Eutsler, Executive Secretary of the De- 
partment of Clinical Education. 

Before calling the meeting to order, Dr. 
Hodges read the statistics released last month 
of an investigation in prenatal and postnatal 
care which had been conducted on a large 
scale and over a long period by a maternity 
association center in the Bronx and a district 
on the East River of New York. The chief 
features of the report were as follows: Time 
of the experiment, six years. Place, a section 

_of New York City. Population, 152,947. Num- 
ber of cases, 4,728. Mortality rate per 1,000 
live births, 2.2. Mortality rate in the control 
group of mothers, not adequately cared for, 
6.2; this figure is nearly three times as large 
as the rate of mortality in the supervised cases, 
and is just about the same rate as that for 
the United States, which in 1928 was 6.5, and 
in 1929, 7.—the largest in the civilized world. 
The methods used were not new, merely con- 
tinuous and adequate prenatal and postnatal 
care by physicians and nurses; considerable 
difficulty had been experienced in persuading 
mothers of foreign births to go to hospitals. 
Location of maternity cases, both in private 
homes and hospitals. Implications, infant 
mortality can be reduced ; 30,000 children each 
year could live and 10,000 mothers could be 
saved annually if the mothers knew what con- 
stitutes adequate care. 

In calling the meeting to order Dr. Hodges 
stated he hoped and believed this would be a 
significant meeting, instituting effective work 
in a field where education was badly needed. 
He considered it an unusual and epochal thing 
for a medical society and two colleges to agree 
to work together in a new application of adult 
education that will surely be watched with in- 
terest in other states. 

After the selection of Dr. Harrison as tem- 
porary chairman, Dr. Sanger of the Medical 
College of Virginia addressed the meeting, 
discussing the plans to be carried out by the 
two state medical schools cooperating with the 
Department of Clinical Education, and pro- 
posed a change of name to “Joint Committee 
on Post-Graduate Medical Education.” He 


advanced the opinion that the work in pre- 
natal and postnatal instruction will develop 
to include a much larger service than this one 
branch. Mr. Zehmer explained that it would 
be the function of the University of Virginia 
Extension Department to carry out the orders 
of the Committee and to act as the executive 
agency in any way the committee directed. 

Dr. L. E. Sutton, Dean of the Medical Col- 
lege of Virginia, was elected permanent chair- 
man, and Mr. Geo. W. Eutsler, of the Univer- 
sity of Virginia, permanent secretary. Dr. 
Flippin in approving the selection of Dr. Sut- 
ton as permanent chairman stated that Dr. 
Sutton had given considerable thought to the 
work outlined for the committee and he as- 
sumed as fundamental that one of the first 
things they would have to undertake would 
be to raise money. In his opinion it would be 
wise for the chairman to be connected with 
one of the Medical Colleges, since the officers 
of the State Society changed each year and it 
is wise to make the responsible office as stable 
as possible. 

There was considerable discussion as_ to 
whether this committee had not been appointed 
to formulate plans for conducting prenatal 
and postnatal clinics only, since the Depart- 
ment of Clinical Education is conducting 
clinics in other subjects. It was finally agreed 
that this committee will confine its work for 
the present to prenatal and postnatal clinics. 

Dr. Bagby, of the State Health Department, 
stressed the importance of holding individual 
clinics in doctor’s offices in order to reach the 
men who do not attend society meetings or 
clinics. He estimated that 90 per cent of the 
trouble that the Child Health Bureau finds is 
due to the fact that doctors do not use proper 
care in the treatment of pregnant women. 

Dr. Baughman gave an informal report of 
his experience in conducting prenatal clinics 
in Southampton County. His experience based 
on the attitude of physicians who attend the 
clinics, and those who heard about the clinics, 
and did not attend, convinced him of the im- 
portance of selecting a clinician of experience 
and one having no connection with private 
practice. “The attempt will degenerate into a 
farce unless a man of real power is picked for 
the work.” He felt that the whole plan of- 
fered possibilities for great improvement in 
the mortality rate of both mothers and infants, 
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| believed that suitable arrangements could 
made. 

Dr. Harrison described a prenatal group 
clinic conducted by Dr. Carter, of the Uni- 
versity of Virginia, at Danville, which was 
highly enjoyed by a number of local physicians. 

The name finally agreed on for this com- 
mittee was “The Joint Committee on Prenatal 
aud Postnatal Instruction.” 

It was agreed by all present that it would 
be necessary to employ a full time physician 
to carry out the plans of this committee. The 
chairman, Dr. Sutton, was authorized to as- 
sociate with him such members of the com- 
mittee as he saw fit in an effort to raise funds 
to carry forward the work and to submit con- 
crete proposal to all members before placing 
them before a Board or Foundation, It was 
the general agreement of the committee that 
the best estimate at this time of a minimum 
budget was ten thousand dollars. 

The committee adjourned subject to the cail 
of the chairman. 


Information 

All members of the Medical Society of Vir- 
ginia are requested to write for any informa- 
tion desired on any subject relative to these 
Extension Courses in Graduate Medical Edu- 
cation, either to the Executive Secretary, Mr. 
George W. Eutsler, P. O. Box 707, Univer- 
sity, Va., or to the Chairman of the Depart- 
ment of Clinical Education at Danville, Va. 

I. C. Harrison, M. D., Chairman, 

President-Elect, Medical Society of Virginia. 


Scheduled Meetings 
The following programs will be presented by the 
NorFoLK CouNty MEpbICcAL Society during the month 
of April. Visiting physicians are always welcome. 


Monpbay, 13TH April, 1931. SEcTION ON SURGERY. 
Atypical Problem in the Injection Treatment of 
Varicose Veins and Varicose Ulcers—Dr. Eugene 
Lowenberg. 
Discussion opened by Dr. C. Carroll Smith. 
Office Treatment of Rectal Conditions—Dr. N. F. 
Rodman. 


WEDNESDAY, 15TH APRIL, 1931. 
An All-Day Clinic in the Hospitals, conducted by 
members of the Society. See appended notice. 


SEcTION ON Eye, Ear, 


THURSDAY, 16TH ApRIL, 1931. 
NOSE AND THROAT. 
Case Reports by various members. 


Monpay, 20TH AprIL, 1931. Section ON MEDICINE. 
Tumors of the Spinal Cord, Report of Case—Dr. A. 
B. Hodges. 
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Localization of Tumors of the Spinal Cord by Means 
of the X-Ray—Dr. F. P. Barrow. 
(a) An Unusual Gall-Blodder Tumor. 
(b) Small Intestine Foreign Body Obstruction— 
Dr. Lomax Gwathmey. 


Monpay, 27Tu APRIL, 1931. SEcTION ON OBSTETRICS: 
Management of the Occipito-Posterior Position—Dr. 
Chas. W. Doughtie. 
Uterine Tumors Complicating Pregnancy and 
Labor—Dr. Thos. M. Vorbrinck. 
Anatomy of the Uterine Pelvic Support—Dr. John 
W. Winston. 


The accompanying announcement relative to the 
All-Day Clinic has been given out by Dr. M. S. Fitchett, 
Chairman of Committee of Arrangements: 

ALL-DAy CLINIC OF THE NORFOLK CoUNTy MEDICAL 

Society, 
WEDNESDAY, 15TH AprRIL, 1931 


In collaboration with the Department of Clinical 
Education of the Medical Society of Virginia, the Nor- 


folk County Medical Society will hold an all-day Clinic 


in Norfolk on Wednesday, 15th April, 1931. 

While at time of going to press the itemized pro- 
gram is not wholly available, Medical and Surgical 
cases of special interest will be presented at both ses- 
sions, so that the occasion will be of general interest 
to practitioners. 


The morning session at 10:00 A. M., will be held at 
St. Vincent’s Hospital. After the session luncheon 
will be served by the hospital. 

The afternoon session will be held at the Protestant 
Hospital at 2:15 P. M. 

Those who attended the corresponding Clinic of last 
year will need no assurance of the benefit to be de- 
rived from attendance. 

A cordial invitation is extended to all physicians of 
the State and territory adjacent to Norfolk to be 
present and take part in the proceedings. 


Detailed programs will be mailed to physicians and 
Societies in the surrounding community. 

Don’t forget the date, 15th April, and be sure to 
come. 

Following is a tentative program of the clinical ses- 
sion of the Warwick County MEDICAL Society. which 
will be held jointly by the two hospitals at Newport 
News, Va., Tuesday, April 7, 1931: 


MorNING SESSION—RIVERSIDE HOSPITAL 
Time—9:00 A. M. 


“Carcinoma of the Prostate’—Dr. W. O. Poindexter. 

“Orthopedic Clinics’—Dr. H G. Longaker and. Dr. 
D. M. Faulkner (substituting for Dr. W. T. 
Graham, of Richmend). 

“The X-ray Diagnosis cf Non-tuberculous Chest Con- 
ditions’”—Dr. F, A. Sinclair and Dr. T. M. Wood. 

“Spinal Anaesthesia With Special Reference to Its 
Use in Surgery and Obstetrics’—Dr. W. R. Payne. 

“The Treatment of Uncomplicated Cases of Diabetes 
Mellitus’—Dr. L. E. Stubbs. 

“The Role of Allergic Disease in Otolaryngology’—Dr. 
G. G. Hankins. 


ALTERNATES 
“Radiology’—Dr. J. H. Mabry. 


“Diagnosis of Right, Upper, Abdominal Conditions’”— 


Dr. O. T. Amory. 


Complimentary Lunchecn—I2:39 P. M., by the War- 


wick County Medical Society 
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AFTERNOON SESSION—ELIZABETH BUxToON 
Time—2:00 P. M. 


“Cancer of the Breast’—Dr. Joseph T. Buxton. 

“Management of Heart Disease by the General Prac- 
titioner’”—Dr. J. C. Flippin, University, Virginia. 

“Blindness Due to Foci in the Mouth and Nose’—Dr. 
C. P. Jones. 

“Treatment of Endocervicitis’—Dr. J. E. Marable. 

“X-ray Studies of the Genito-Urinary Tract’”—Dr. R. 
A. Davis. 

“Ureteral Caleuli’—Dr. A. A. Creecy. 

“The Injection Treatment of Hemorrhoids’—Dr. J. 
C. Cutler. 

“Diabetic Coma and Acidosis’—Dr. L. E. Stubbs. 

“Blood Dyscrasia’”—Dr. H. W. Potter. 

“The Treatment of Appendicitis with Perforation”— 
Dr. J. W. Sayre. 

“Clinical Allergy”’—Dr. E L. Alexander. 

All discussions will be limited to fifteen minutes 
except Drs. D. M. Faulkner and J. C. Flippin, who will 
be given the time necessary to finish their subjects. 


THE LYNCHBURG AND CAMPBELL CoUNTY MEDICAL 
Society will hold a clinical meeting, April 23rd, start- 
ing at 2 o’clock. There will be six thirty-minute clin- 
ics with demonstrations of patients and conditions, 
followed by supper at 6:30 P. M. After supper, there 
will be four fifteen-minute papers, the meeting closing 
promptly at 8:30. 

The following is a list of the clinics to be given: 
2:00 P. M.—Tuberculosis, by Dr. T N. Davis. 

2:30 P. M—Gonorrhea and Syphilis (Its Recognition 
and Treatment), by Dr. S. H. Rosen- 
thal. 


3:00 P. M.—Obstetrics, by Dr. F. O. Plunkett. 

3:30 P. M.—Thyroid and Ovarian Disturbances, by 
Dr D. P. Scott. 

4:00 P. M.—Diabetes, by Dr. F. M. Perrow. 

4:30 P. M.—Cardiac Diseases, by Dr. Ernest Scott. 


Any spare time between the clinics and the supper 
will be used for a round table discussion. 


The papers to be given are: 

Infantile Paralysis (Its Early Recognition and 
Treatment), by Dr. B. H. Kyle. 

Infections, by Dr. E. Barksdale. 

Mental Diseases (From the Standpoint of the Gen- 
eral Practitioner), by Dr. J. H. Bell. 


Middle Ear Infections and Pyelitis in Children, by 
Dr. Sam Wilson. 


All clinics will be held at the City Health Office 


Clinic, in the Municipal Building, at Tenth and 
Church Streets. 

Invitation is extended all members of the Medicil 
Society of Virginia to attend these clinics. 


THE Post-GRADUATE MEDICAL Society will hold i's 
next regular meeting in Waverly, on Tuesday, April 
14th, at 2 P. M. 

At this time there will be a symposium on Obstetrics 
as follows: 

“The Importance of Pre-Natal and Post-Natal Care’’-- 
Greer Baughman, M. D. 

“The Management of a Normal Labor in the Home’’— 
J. L. Hamner, M. D. 

“The Management of Pregnancy When Complicating 
Tuberculosis’”—John A. Proffitt, M. D. 

“The Diagnosis and Management of Abnormal Pre- 
sentations’—J. B. Jones, M D. 

“Eclampsia”—Harry Hudnall Ware, Jr., M. D. 

“Uterine Hemorrhage in Obstetrics’”—B. J. Atkinson, 
M. D. 

“X-Ray in the Diagnosis of Pregnancy’—Wright 
Clarkson, M. D. 


Tuesday, May 19th, Dr. Joseph Colt Bloodgood, of 
Johns Hopkins University, assisted by various out- 
standing surgeons, pathologists and roentgenologists 
of Virginia, will give an all-day demonstration before 
the Post-GRaDUATE MEpbICAL Society on the various 
aspects of cancer. This meeting will be held in Peters- 
burg and will cover the ground of what every physi- 
cian, as well as pathologist and radiologist, should 
know about cancer. There will be four large day- 
light screens and four lanterns going continuously 
during the entire demonstration. 


THE CLINCH VALLEY MEDICAL Society, of which Dr. 
N. W. Stallard, Dungannon, is president, and Dr. C. 
B. Bowyer, Stonega, secretary, is to hold a clinical 
meeting at Lebanon, Va., April 23 and 24. 


THE SoutH PrepMONT MEDICAL Sociery will meet in 
Lynchburg, Va., April 23rd. Dr. George A. Stover, 
South Boston, secretary, will be glad to give informa- 
tion about this meeting. 


THE UNIVERSITY OF VIRGINIA will hold its regular 
spring clinics in the early part of May. Definite 
plans had not been madz at the time of going to press, 
but information may be obtained in regard to these 
from Dr. L. T. Royster, University, Va. 


State Society Appeals 


Public Relations Committee. 

It is becoming increasingly apparent that 
the government, both Federal and State, is 
gradually assuming certain prerogatives, re- 
sponsibilities, and functions, which have been 
vested in the medical profession for many 
years. The federalization of medicine has al- 


ready, either partially or completely, become 
effective in twenty-eight countries of the 
world. 


Dr. Southgate Leigh, in his report of the 
proceedings of the A. M. A. at the Norfolk 
meeting of the Medical Society of Virginia, 
October 21-23, 1930, urged the immediate ap- 
pointment of a Public Relations Committee to 
investigate this problem and make recommen- 
dations, this action being advocated by the 
A. M. A., at the Detroit meeting. The House 
of Delegates voted to adopt the recommenda- 
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ticus of Dr. Leigh, and the following com- 
miitee was appointed by the President: 
G. F. M. D., Chairman, 
Sourneatre Leicu, M. D., 
A. F. Rorertson, Jr., M. D., 
Wane C. Payne, M. D. 
J. Bottine Jones, M. D. 

The committee met in Richmond, January 
15th, for the purpose of organizing and formu- 
lating a plan of action. At the suggestion of 
the chairman, Dr. W. QO. Bailey, of Leesburg, 
Va.. was made secretary to the committee. 

The committee agreed that urgent necessity 
does exist to take immediate cognizance of 
Federal and State encroachments, and to com- 
bat them. It undertook to establish a plan of 
procedure to meet this vital contingency and 
to consider (a) How, (b) Where, and (c) By 
whom this action should be taken; and, fur- 
ther, to whom facts which have been and will 
be adduced should be communicated. 

In view of the above, the Committee urges 
the Presidents of all County Societies, and 
other Medical Societies in the State, to confer 
with the Councilors in their districts, for the 
purpose of assembling all the practitioners in 
their districts at some convenient place, at 
which time some member of the Public Rela- 
tions Committee will meet with them and pre- 
sent this important matter. Any further in- 
formation desired will be given with pleasure 
by 

G. F. Stupsox, M. D., Chairman, 
Purcellville, Va. 


The State T. B. Campaign. 

The month of April, this year, is set for 
the “teen” Tuberculosis campaign. All along 
the line, medical, health, social, civic, religious, 
labor, and fraternal organizations throughout 
the country will be formed to fight this foe 
of youth. 

Our profession is invited and urged by the 
tuberculosis associations of the United States 
to do our part, when called upon this month, 
and this invitation, we believe, our members 
will consider only another opportunity for 
willing service, for no one realizes more truly 
than the physicians, the necessity and value 
of this educational work, especially for ado- 
lescents. This opportunity will also give to 
youth in this battle, the advantage of the of- 
fensive, “the courage of arms instead of 
armor,” and thus interpret to him and for 
himself, his most distinctive and privileged 
birthright. 

Tuberculosis is youth’s mortal enemy, and 
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the pity is that its own inherent virility notes 
aught but health, or knowing, little heeds any 
danger. Consequently, it should be our pleas- 
ure, as our duty, to instruct and warn them 
that it is during the high-school years that the 

health and destiny of many are determined. 

We would not put unwarranted fear into their 

minds, but rather put them “on suspicion,” 

and if need be, teach them how to safeguard 

themselves and others, for tuberculosis “is still 

the chief cause of death in the first decade of 

maturity.” 

In the study of no other single disease, has 
the medical profession learned so much, and 
with its time-honored practice, it stands ready 
and anxious to pass on its slowly acquired 
knowledge for the benefit of others. 

The struggle to abate the ravages of tubercu- 
losis has taught the profession many valuable 
lessons, and proved absolutely many things: 
if no others, the fact that it is contagious, and 
not hereditary; that infection takes place 
largely through close contacts, and especially 
in the “teen” years; that it can be prevented 
and cured, the present mortality rate being 
less than half what it was twenty years ago; 
and that when once early diagnosed, its cura- 
tive agencies are simple, and easily within 
reach of all,—these facts in themselves are a 
treasure-house for the future. 

Such proved medical truths should be dis- 
seminated widely, and at all times, so that 
those “who run may read,” and with this 
knowledge made personal, and lived personally, 
a new courage and a new faith would be born 
in the souls of men that would eventually 
bring unrealized assets of health and happi- 
ness. 

If it should happen that we, personally, were 
limited to but one lesson in one sentence out 
of all medical learning, to impart to parents 
and the public, we should choose “separate 
young adults and children from positive spu- 
tum,” and from the collective experience of 
many years, we believe that this one sentence 
of medical advice, followed closely and con- 
scientiously, would bring a greater reward to 
individuals and to the race than any other 
single sentence based on medical knowledge. 

If the members desire any special informa- 
tion as to this Early Diagnosis Campaign, 
please write the Executive Secretary, Virginia 
Tuberculosis Association, Atlantic Life Build- 
ing, Richmond, Va. 

J. AtLison Hopces, 
President. 
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News Notes 


Virginia Tuberculosis Association. 

According to the report of the Executive 
Secretary of the Association at its annual 
meeting held in Danville, February 27th, dur- 
ing 1930, $26,621.06 was spent for sanatorium 
board for tuberculous patients according to the 
reports of the county and city branches of the 
Virginia Tuberculosis Association, $4,482.00 
for the care of those ill at home and $12,681.10 
for child health work. Other expenditures 
reported for nurses’ salaries, clinics, ete., 
amounted to $36,886.98, making a total of 
$80,671.14. 

It was also stated that in the course of 
the year’s work, 291 visits were made to county 
organizations of the Virginia Tuberculosis As- 
sociation and fifty-two to the cities. An Early 
Diagnosis Campaign was put on in seventeen 
counties and the cities of Richmond, Roanoke, 
and Portsmouth, Field Workers of the Virginia 
Tuberculosis Association assisting in all except 
the one in Richmond, which was directed by the 
Richmond Tuberculosis Association. 

Officers re-elected were: Dr. Dean B. Cole, 
Richmond, President; Mr. George W. Call, 
Richmond, Treasurer; Dr. Roy K. Flannagan, 
Assistant Commissioner of Health, Secretary 
of the Board; Mrs. T, Allen Kirk, Roanoke, 
Second Vice-President; Dr. William P. Caton, 
of Fairfax County, was elected First Vice- 
President. 

News From University of Virginia, Depart- 
ment of Medicine. 

Dr. D. Lesesne Smith, Pediatrician of 
Spartansburg, S. C., and Director of the 
Southern Pediatric Seminar at Saluda, N. C., 
visited our Medical School on February 15th. 

On February 17th, Dr. Edwin P. Lehman, 
Professor of Surgery and Gynecology, spoke 
before the Tri-State Medical Society, meeting 
in Richmond. The subject of his address was 
Some Factors in the Pathological Physiology 
of Burns. 


On February 24th, Dr. James Edwin Wood, 
Associate Professor of Internal Medicine, ad- 
dressed the Richmond Academy of Medicine 
on the Treatment of Adams-Stokes Syndrome 
with Ephedrine. On March 2nd, he addressed 


the medical meeting at the Southside Cor- 
munity Hospital in Farmville on Cardiac 
Arythmias. On March 16th, he spoke before 
the Roanoke Academy of Medicine and on 
March 18th, before the Southwestern Virginia 
Medical Society meeting in Wytheville. 

On March 18th, Dr. Lawrence T. Royster, 
Professor of Pediatrics, spoke before the 
Southwestern Virginia Medical Society at 
Wytheville on the subject of Anhydremia. 


At the meeting of the University of Vir- 
ginia Medical Society on March 2nd, Dr. H. 
E. Jordan presented a paper on The Blood and 
Blood Forming Tissues of Lower Vertebrates, 
and Drs. Archer and Barker discussed Non- 
Ulcerative Diseases of the Pylorus and Duo- 
denum. 


At the meeting on March 16th, the follow- 
ing program was presented: Some Observa- 
tions on Spontaneous Subarachnoid Hemor- 
rhage by Dr. Staige Davis Blackford; Gastric 
Analysis in Pellagra by Drs. Mulholland and 
King; and the Glial Structure of a Few Brain 
Tumors by Dr. David C. Wilson. 


May Day—Child Health Day 1931. 

The May Day—Child Health Day Committee 
of the Conference of State and Provincial 
Health Authorities of North America met at 
the headquarters of the American Child Health 
Association, in New York City, December 19th 
and formulated a May-National Child Health 
Day Program for 1931. The Committee 
adopted as the keynote of this program “Com- 
munity Responsibility and Cooperation for 
Child Health and Protection.” 

Starting as an out-door play day, May Day 
has become a health day in the most inclusive 
sense, with states, cities, and villages beginning 
and ending on that date their year-round plan 
for the children of their community. Probably 
on that day more “health audits” are performed 
throughout the country than on any other 
single date. 


According to the White House Conference 
on Child Health and Protection, the maternal 
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death rate is higher in this country than in 
twenty-five of the largest nations of the world. 
In 1929, according to figures given in the Medi- 
cal Section of this Conference, 15,000 homes 
were left motherless. There were in that year 
85,600 stillbirths, and 80,000 infants came in- 
to the world so weak that their struggle for 
life lasted less than a month. The crippled, 
mentally defective and otherwise handicapped 
children in the United States number from 
three to five million. Any radical reduction 
in the causes of material mortality will cut to 
a marked degree the nation’s bills for crime 
and for child welfare, estimated at $16,000,- 
000,000 and $5,000,000,000, respectively. 

For further information as to May Day— 
National Child Health Day, write the Ameri- 
can Child Health Association, 370 Seventh 
Ave., New York, N. Y. 


2,500,000 Drought Victims Well Fed by Red 

Cross. 

Nearly 2,500,000 persons in twenty-two states 
came under the care of the American Red 
Cross as a result of drought. Relief operations 
were the most extensive in fifty years of aid- 
ing victims in more than 1,000 disasters. Only 
340 professional workers were employed on the 
huge task, the rest being volunteers. Local 
Chapters taxed their resources to the utmost 
before asking for funds from the National 
Headquarters. 

As early as last September, the Red Cross 
began distributing to more than 58,000 families 
seed for pastures and to more than 27,000 
families seed for kitchen gardens, in anticipa- 
tion of the emergency. The expenditure for 
this purpose amounted to $326,800. Green 
vegetables were thus made available up te the 
first of January, and stock was kept alive for 
several months. A second garden program got 
under way in February, and 537,000 packages 
of seed were distributed. Feeding provided 
balanced and adequate rations. Red Cross nu- 
tritionists, together with Department of Agri- 
culture experts, made it effective in prevent- 
ing malnutrition and setting up a resistance to 
disease Hot lunches were served in many 
schools, County health oflicers and private 
physicians commended the adequacy of rations 
procured on orders issued by Red Cross Chap- 
ters, which were filled at local stores. More 
than 500 carloads of foodstuffs were con- 
tributed. These were hauled free by the rail- 
roads, as their contribution to the cause. 
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States involved were: Alabama, Arkansas, 
Georgia, Illiniois, Indiana, Kansas, Kentucky, 
Louisiana, Maryland, Mississippi, Missouri, 
Montana, North Carolina, New Mexico, North 
Dakota, Ohio, Oklahoma, Pennsylvania, Ten- 
nessee, Texas, Virginia, and West Virginia. 
Married. 

Dr. Louis Perlin, Richmond, Va., and Miss 
Lillian Levin, Baltimore, Md., February 15th. 
Dr. Perlin is a graduate of the Medical Col- 
lege of Virginia in the class of 1923. 

Dr. Hornsby Struck by Auto. 

Dr. John A. Hornsby, superintendent of the 
University of Virginia Hospital, suffered a 
fractured pelvis when struck by an automobile, 
while in Washington, D. C., the last of Febru- 
ary. After emergency treatment there, he was 
taken: to University Hospital. 

Call Issued for A. M. A. Meeting. 

The American Medical Association has is- 
sued official call for its eighty-second annual 
session in Philadelphia, June 8th to 12th, in- 
clusive. The House of Delegates will convene 
on Monday, the 8th, the Scientific Assembly 
will open with the general meeting on the 
evening of the 9th, and the various sections 
of the Scientific Assembly will start on Wed- 
nesday, the 10th, at 9 A. M. Dr. William 
Gerry Morgan, Washington, D. C., an honor- 
ary member of the Medical Society of Virginia, 
is this year’s president. 

Stuart McGuire Lecture Given by Dr. 

Mitchell. 

Dr. S. A. Mitchell, director of the Leander 
McCormick Observatory, University of Vir- 
ginia, gave the second Stuart McGuire Lec- 
ture at the Medical College of Virginia, Rich- 
mond, on Wednesday, March 25, 1931. His 
subject was “Eclipse Hunting in the South 
Seas.” The Stuart McGuire Lecture was es- 
tablished a year ago in recognition of the 
services of Dr. Stuart McGuire to the college, 
to medical education, and to surgery. 

Dr. A. T. Sheffield, 

Formerly of Suffolk, Va., after a sickness 
lasting for several months, has located at Blue- 
mont, Va., for the practice of his profession. 
Dr. G. B. Setzler, 

Recently of Norton, Va., has located at Pen- 
nington Gap, Va., where he became chief sur- 
geon of the new Lee General Hospital in that 
place. 

Dr. Harvey B. Stone, 

Baltimore, by invitation addressed the Rich- 

mond Academy of Medicine at its meeting on 
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March 24th, his subject being “What Should 
be the Mortality in Appendicitis?” 
Dr. Nickels Loses Home. 

Dr. and Mrs. 8. B. Nickels, Clinchport, Va., 
had the misfortune to lose their handsome 
eleven-room home by fire on the afternoon of 
January 30th. The family had gone to Gate 
City for the afternoon, and the fire occurred 
during their absence, causing a loss estimated 
at about $15,000, in spite of the fact that 
neighbors helped all possible to save some of 
the furniture and the Doctor’s office equipment. 
Dr. Nickels and family are staying in Big 
Stone Gap until arrangements can be made 
for another home at Clinchport. To add to 
their troubles, since the fire, Sam, Jr., has been 
sick with pneumonia. 

A Cooperative Clinic Tour of Europe. 

A four page insert in this issue gives special 
features and also the itinerary of the coopera- 
tive clinic tour of Europe. Those who take 


this tour will sail from Montreal on June 12th, 
immediately following the close of the annual 
meeting of the American Medical Association 
at Philadelphia, and are due to arrive back 
at Montreal on August Sth. This fifty-eight 
day tour will cost only $895.00 for each per- 


son. This includes minimum rate cabin class 
(the best class on the ship) in each direction, 
strictly A-grade hotels throughout Europe, all 
rail transportation, transfers to and from 
hotels, railroad stations, steamship docks, ete., 
handling of a stated amount of baggage, and 
all sightseeing arrangements, entrance fees and 
clinic programs. 

For further information and descriptive 
booklet, write the Vireinta Monruty, 
104% W. Grace St., Richmond, Va. 

The Mid-Tidewater Medical Society 

Is to hold its regular quarterly meeting at 
Saluda, Va., on April 28th. In the last issue 
of the Monruty, it was stated that the next 
meeting would be on the fourth Tuesday in 
July, which was an error, as this Society 
meets quarterly. Dr. William Gwathmey, 
Ruark, is president, and Dr. Malcolm H. 
Harris, West Point, secretary. 

The American Public Health Association 

Announces that its sixtieth annual meeting 
will be held in Montreal, Quebec, September 
14th-17th. The Windsor Hotel will be head- 
quarters. It is stated that this announcement 
is intended as an invitation for our members 
to attend that meeting. For information about 
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this meeting, address the American Pubic 
Health Association, 450 Seventh Avenue, New 
York, N. Y. 

Dr. Emily Gardner, 

Formerly connected with the Virginia State 
Bureau of Child Welfare, left for England 
early in March with a view to doing post. 
graduate work in pediatrics there and on the 
continent. She plans to return in the Fall, 
Dr. Gardner recently returned to Virginia 
after sometime spent in post-graduate study 
in New York. 

Dr. D. C. Smith, 

Of the University of Virginia, School of 
Medicine, addressed the Lynchburg and Camp. 
bell County Medical Society on March 2nd, his 
subject being “The Differentiation of Syphilis 
From Some Common Skin Diseases.” His 
talk was illustrated with lantern slides. 

The Richmond (Va.) Pediatric Society, 

At its meeting on March the 5th, elected Dr. 
Henry Stern, president; Dr. John S. Weitzel, 
vice-president; and Dr. W. E. Chapin, secre- 
tary-treasurer. At this meeting, Dr. St. Geo. 
T. Grinnan presented a paper on “The Rela- 
tion of Health to the Variability of the Ph. of 
Blood Plasma.” 

Report of Mt. Regis Fire Exaggerated. 

We are advised by Drs. Watson and Flan- 
nagan, physicians in charge of Mt. Regis 
Sanatorium, Salem, Va., that the reports of the 
fire at that institution a month ago were much 
exaggerated in the newspapers, and that they 
were able to resume work in the building in 
which the fire occurred as soon as the smoke 
cleared away. In fact, patients were X-rayed 
that very morning in the office just over the 
place where the fire occurred. 

Dr. Charles R. Robins, Jr., 

Richmond, who graduated from the Medical 
College of Virginia in the class of 29, returned 
home the middle of March, after studying at 
the University of Prague, in Vienna, Berlin, 
Paris, and Budapest.. He has received an ap- 
pointment to the fellowship course at Mayo 
Clinic, Rochester, Minn. 

Heads Base Hospital No. 45. 

Mrs. Stuart McGuire, Richmond, Va., was 
elected commander of Base Hospital No. 45, 
familiarly known as the McGuire Unit, at its 
eleventh annual reunion dinner in Richmond, 
February the 28th. 

Dr. David B. Stuart, 

Dublin, Va., is recuperating at home, after 

undergoing an operation for appendicitis re- 
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centiy at Lewis-Gale Hospital, Roanoke. He 
hopes to resume some of his practice in April. 
Dr. W. H. Walcott, 

Formerly of Clinchburg, Va., is now prac- 
ticing at East Falls Church, Va. 
Dr. R. H. Meade, Jr., 

Formerly connected with the School of 
Medicine of the University of Virginia, but 
who moved to Philadelphia about the close of 
the past year, has been appointed an Associate 
in Surgery in the University of Pennsylvania. 
Dr. Robert F. Gillespie, 

Formerly of Bastian, Va., has accepted a 
position with the Pocahontas Fuel Company, 
and is now located at Switchback, W. Va. 
New Mother’s Day. 

Women’s clubs throughout the country are 
to join in an appeal on Mother’s Day, May 
10th, to obtain adequate maternity care for 
mothers in the United States, according to a 
statement received from the Maternity Center 
Association. This plan has the endorsement 
of the department of public welfare of the 
General Federation of Women’s Clubs. 

It is suggested that everywhere possible 
special programs and other activities be pro- 
moted by clubs. Any chairman desiring de- 
tails may get them from the Maternity Cen- 
ter Association, 576 Madison Avenue, New 
York City. 

The association has made public a report of 
eight years’ work with nearly 5,000 mothers, 
which shows that among those under its care 
the death rate was reduced to one-third that 
prevailing among mothers in the same section 
not receiving such care. The report was ren- 
dered by Louis I. Dublin, statistician of the 
Metropolitan Life Insurance Company after a 
study of the records of cases. In commenting, 
he said: “This result is indicative of the sav- 
ing of lives that might be accomplished were 
every mother to receive the benefit of a special- 
ized maternity service.” 

Pan American Medical Association. 

The Third Congress of the Pan American 
Medical Association will be held in Mexico 
City, Mexico, July 26 to 31, 1931. This medi- 
cal conference meets for the purpose of main- 
taining and promoting a more intimate under- 
standing between the medical men of the New 
World, and with the efforts of many prominent 
North and Latin American physicians, a great 
success has been accomplished in the past 
meetings. 

The Organization Committee of the Con- 


gress extends a cordial invitation to those who 
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are interested in medical interchange among 
English, Spanish, French, and Portuguese 
speaking doctors for this meeting. 

Programs and other information may be ob- 
tained from Dr. Jose E. Lopez, Executive Sec- 
retary of the Pan American Medical Associa- 
tion, Secretaria de Sanidad y Beneficencia, 
Habana, Cuba. 

Radium Number. 

The March, 1931, issue of The Ladiological 
Review (Chicago) is devoted entirely to 
Radium, and is the fourth annual “Radium 
Number” of this publication. 

All the articles are written exclusively for 
this issue, and collectively, they can be con- 
sidered to present the present status of Radium 
Therapy as practiced in this country. The 
presentations are from among the leading 
radium therapists of America. 

New Pamphlets on Tuberculosis for Doctors. 

A copy of the 1931 edition of Diagnostic 
Standards will be sent gratis to any physi- 
cian in Virginia upon application to the Vir- 
ginia Tuberculosis Association, 511 Atlantic 
Life Building, Richmond, Va. This forty- 
seven page booklet is prepared by the com- 
mittee appointed by the National Tuberculosis 
Association, which numbers among its mem- 
bership the leading men in America in the 
field of tuberculosis, 


The Virginia Tuberculosis Association will 
also send upon receipt of 15c, to cover actual 
cost, a copy. of “The Childhood Type of Tu- 
berculosis,” a thirty-two page booklet by Chad- 
wick, and McPhedran, Aronson and Opie, il- 
lustrated by X-ray plates reproduced by the 
aquatone process, and other illustrations, of 
the technique of the tuberculin test, etc. 
Free! Mental Hygiene Journals. 

A limited number of back issues of Mental 
Hygiene, quarterly journal of The National 
Committee for Mental Hygiene, beginning 
with Volume I, 1917, are available, without 
charge, to libraries, medical schools, hospi- 
tals, clinics, and other eleemosynary and edu- 
cational institutions. The only charge will be 
for packing and shipping. 

As this offer will stand for but a few weeks, 
applications should be made at once to H. 
Edmund Bullis, Executive Officer, The Na- 
tional Committee for Mental Hygiene, 370 
Seventh Avenue, New York City. Orders 
should be sent for as complete sets as possible. 
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Location Wanted. 

A doctor with no encumbrance wishes a lo- 
cation, preferably in Tidewater Virginia. Ad- 
dress No. 287, care Virginia Mepican 
Monruty. (Adv.) 


Obituary Record 


Dr. Job Gustave Holland, 

Well known physician of Holland, Va., died 
February 14th. He was sixty-nine years of 
age and a graduate of the Medical College of 
Virginia in the class of *84. Dr. Holland had 
been a member of the Medical! Society of Vir- 
ginia for forty-one years. He was a member 
of the town council of Holland, at the time of 
his death. His wife and three sons survive 
him. One son is Dr, Gilmer G. Holland, also 
of Holland, Va. 

Dr. William Carey Barker, 

Prominent physician of Buchanan, Va., died 
February 25. He was born in Goochland 
County, Va., in 1857, and graduated from the 
Medical College of Virginia in 1884. Dr. 
Barker was assistant physician at the Central 
State Hospital, Petersburg, Va., from 1887 to 


1897, after which he moved to Buchanan, Va. 
He was a Mason and had been a member of 
the Medical Society of Virginia for forty-six 


years. His second wife and three children sur- 
vive him. 
Dr. John Edward Lincoln, 

Well known physician of Lacey Spring, Va., 
died March 15th, at the age of seventy-five. 
He graduated in medicine from the Bellevue 
Medical College, New York, in 1877, and after 
practicing for a few years in West Virginia 
located at his old home near Lacey Spring. 
Three years ago, Dr. Lincoln observed his 
fiftieth anniversary of continuous medical prac- 
tice as a country physician. He was president 
of the Rockingham Board of Health and had 
been a member of the Medical Society of Vir- 
ginia for the past twenty-six years. His wife 
and one son, Dr. Asa L. Lincoln, of New York, 
survive him. 

Dr. Moreland Russell Irby, 

Richmond, Va., died suddenly from apo- 
plexy, on March 16th, in the corridor of the 
Supreme Court Law Library, this city, to 
which place he had gone for a reference book. 
Dr. Irby, who was a native of Hanover 
County, Virginia, was fifty-four years of age. 
As a young man, he went to New Jersey and 
while working in a drug store studied medi- 


[ April, 


cine at Jefferson Medical College, Philadel. 
phia, from which he graduated in 1908. Later 
he practiced for a time in North Dakota, 
After service in the World War as captain in 
the medical corps, he located in Richmond, 
where he had since made his home. Dr. Irby 
had been a member of the Medical Society of 
Virginia for several years. His wife and a son 
survive him. 

Dr. Calvin W. Canan, 

Orkney Springs, Va., was killed when his 
car overturned near Harrisonburg, on Febru- 
ary 28th. It is believed he suffered a heart 
attack, causing him to lose control of his car, 
Dr. Canan graduated from the Baltimore 
Medical College in 1891. He had been prac- 
ticing medicine at Orkney Springs for the 
past fifty years. Dr. Canan was formerly a 
member of the Medical Society of Virginia. 
His wife and one daughter survive him. 
Dr. William Hamilton Dulaney 

Died early in March, at his home in Lynch- 
burg, Va. He was a native of Baltimore and 
was ninety-four years of age. Dr. Dulaney 
graduated from the University of Maryland 
School of Medicine in 1859, He was an army 
surgeon during the War Between the States 
and had formerly served as a member of the 
Lynchburg City Council. His wife and step- 
son survive him. 

Dr. Sampson Busby Allen, 

Charlottesville, Va., died February 4th, of 
cerebral arteriosclerosis. Tle was seventy-seven 
years of age and graduated from the Bellevue 
Hospital Medical College, New York, in 1879. 
Dr. William M. Carter, 

Keokee, Va., died December 8, 1930, of 
cirrhosis of the liver. He was sixty-six years 
of age. 

Dr. Jefferson Cawood Newman 

Died at National Soldiers Home, Va., Feb- 
ruary 8th, of heart disease. He was sixty- 
nine years of age and graduated from the 
Tennessee Medical College, Knoxville, in 1892. 
Dr. Newman was a member of the staff of the 
National Soldiers Home. 

Dr. Edwin Brown Claybrook 

Died at his home in Cumberland, Md., 
February 28th, following a brief illness, He 
was born in Westmoreland County, Va., in 
1871, and graduated from the former Univer- 
sity College of Medicine, Richmond, Va., in 
1898. Dr. Claybrook is survived by his wife, 
who was formerly Miss Harriet Lightfoot, of 
Richmond. 
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